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CANCER OF THE UTERUS (BODY AND CERVIX) AND GLUCOSE TOLERANCE 
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In the world-wide search for the cause of cancer in- 
numerable avenues have been explored and metabolic 
factors have been extensively studied. In 1934 Marble™ 
reviewed 256 cases of malignant disease of all types in 
which diabetes was known to be present. After a careful 
analysis of these cases, she came to the conclusion that 
diabetes does not predispose to cancer, nor cancer to 
diabetes, but that ‘both diseases occurred more commonly 
in the aged’. However, in 1948, Jacobson studied all the 
cancers that occurred among a very large series of dia- 
betics, and he concluded that the incidence of all cancers 
‘is somewhat higher among diabetics than among non- 
diabetic individuals’. 

These 2 workers based their conclusions on a study of 
cancers generally and not on any specific type of cancer. 
However, in the 2 decades that followed their publications 
increasing evidence appeared to show that the association 
of endometrial cancer and diabetes mellitus was much 
more significant. Many articles were published supporting 
this contention," but as many refuted 
This controversy is still raging in the gynaecological 
literature and the present investigation was carried out in 
an attempt to establish, if possible, whether a definite 
association exists or not. 


THE CONTROVERSY 


The evidence in favour of a high incidence of diabetes in 
cases of endometrial cancer is appreciable (Table I). 
Figures which have received much attention in the Eng- 
lish literature are those of Stanley Way. In 1954 he 
reported that as many as 29% of 106 patients with cancer 
of the endometrium had unquestionable diabetes, and a 
further 43% had ‘a pre-diabetic type of glucose-tolerance 
curve’. This remarkably high incidence of frank diabetes 
was found by other investigators as well; Moss” found 
39% of diabetics among 23 patients with cancer of the 
endometrium, Garnet” demonstrated that 33%, of 50 con- 
secutive cases suffered from diabetes, and Louw* found 
a high incidence of 38% as well. 

All these figures are impressive, but there have been as 
many publications showing that the incidence of diabetes 
is not increased in cases of endometrial cancer (Table 
I). Smith*® found only 4% of diabetics among 307 of his 
cases, Vander only 5-6%; Hertig and Somers,” 99°; 
Scheffey et al., 11%; and Palmer er 16:9%,. 

Why are these reports so contradictory? The discrepancy 
in the results is considerable. If the methods by which 
the various authors arrived at the diagnosis of diabetes 
are carefully analysed, one obvious reason for the different 
findings becomes apparent. 

Table I shows how the diagnosis was made, and gives 
the results obtained. It is obvious that whenever the cases 
were fully investigated by glucose-tolerance tests, a high 
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TABLE I. INCIDENCE OF DIABETES MELLITUS AND OF 
MILDLY IMPAIRED GLUCOSE TOLERANCE IN CASES OF 
CANCER OF THE ENDOMETRIUM 


Impaired glucose 
tolerance 


S 
~~ 
= =s & was diagnosed 
Moss ™ 23 39 2 65 Glucose-tolerance 
tests. 
Garnet *! 50 33 33 66 Glucose-tolerance 
tests. 
Way *° 106 2943 72 Glucose-tolerance 
tests. 
Louw * 60 38 Glucose-tolerance 
tests. 
Present series 50 28 24 52 Glucose-tolerance 
tests. 
Smith ® 307 4 Clinically diabetic. 
Vander ** 483 5-6 Glycosuria; and 


then only fast- 

ing blood sugar. 
Clinically diabetic. 
Clinically diabetic. 
Raised fasting 

blood sugar. 


Hertig and Somers ** 500 9 
Scheffey et al. 11 
Palmer et al. 165 16-9 


incidence of diabetes mellitus was found. In each and 
every series where the incidence of diabetes was lower, 
routine glucose-tolerance tests had not been done. The 
disease had been diagnosed only when the patient was a 
gross or obvious diabetic (e.g. where there was clinical 
evidence of diabetes, glycosuria, or raised fasting-blood 
sugar). In the series showing a low incidence of diabetes, 
therefore, only the most severe diabetics were discovered 
(and then probably not all of them), while many of the 
less severe cases, as well as all cases of mildly impaired 
glucose tolerance, were missed. This closer analysis of the 
literature as well as the present investigation show that 
there is no doubt of the high incidence of diabetes and 
of mildly impaired glucose tolerance in cancer of the 
endometrium, provided glucose-tolerance tests are carried 
out. 

Even these proved high figures, however, are not sig- 
nificant unless they are compared with suitable control 
subjects who do not suffer from cancer of the endo- 
metrium. Obviously they also have no meaning unless 
the difference between the control and cancer groups is 
statistically significant. 

An exploration of the literature does not reveal any 
control group that is suitable for comparison. Several 
diabetes-detection drives have been carried out to deter- 


mine the incidence of diabetes mellitus in the general 
population 


health 
eved. A 
rovided 
ision of 
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Such bulk population surveys are well exemplified by 
the United States Public Health Service investigation.” 
A survey was carried out in the town of Oxford, Massa- 
chusetts, which has a population of about 5,000. The 
survey included 2,468 women, and the incidence of diabetes 
in the whole group, i.e. women of all ages, was only 
1-8%. But it was found that age had an important in- 
fluence, and in the group over 45 years of age (the age 
group where cancer of the endometrium is most com- 
mon), the incidence was between 4 and 7%. But how was 
this population investigated? Obviously glucose-tolerance 
tests could not be carried out on each person. The only 
tests that were made were those on a blood sample and 
a specimen of urine taken 1 hour after a meal. So this 
was a most inexact method of determining the glucose 
tolerance, and such a group is quite unsuitable as a con- 
trol for cancer cases, where a full glucose-tolerance test 
should be done on each patient. But this survey showed 
the rising incidence of diabetes with age, especially after 
the age of 45 years, a finding confirmed by practically 
all workers in this The many other 
diabetes-detection drives reported in the literature were 
carried out in a similar way and the findings were similar; 
these, too, cannot serve as control series. 


INVESTIGATION 


It became necessary, therefore, to investigate our own 
control groups, as well as our cancer patients. The con- 
trols had to be strictly comparable with the cancer cases; 
they had to be of the same age groups, the conditions of 
the study had to be similar, and the subjects had to be 
drawn from the same population. 

Each subject in the control and cancer group was sub- 
mitted to the same glucose-tolerance test (the ‘standard’ 
50 g. oral glucose test). As is well known, many exogenous 
factors may influence the glucose-tolerance curve.”®%% 
17,18, 23-25, 27-31,33-35,45,47,51, 52,54-56,58,63,64,74-77,81 Accordingly, in each 
case an unrestricted carbohydrate diet was allowed for 
several days before the test, and as far as was known, the 
subjects were not suffering from any infection, hepatic 
disease, or any of the numerous other factors which may 
influence the curve. The same method of taking and 
examining the blood samples was applied to every sub- 
ject, capillary blood being tested by the Hagedorn-Jensen 
method. In the majority of cases the test was repeated 
after an interval of at least a week to eliminate any 
errors, technical or otherwise. 


The same standard of interpretation was placed on the 
results, the curves being divided into the 3 generally 
accepted groups: (1) A normal glucose-tolerance curve 
(the normal curve was regarded as one where the fasting 
level was below 120 mg., the highest level below 200 mg., 
and the 2-hour level below 120 mg. or at the most 140 
mg. per 100 ml.); (2) unquestionable diabetes (this was 
shown by a curve where the fasting blood sugar was 
above 120 mg. per 100 ml., and where the 2-hour level 
was greatly elevated); and (3) a mildly impaired glucose- 
tolerance curve (also called the ‘pre-diabetic’ or ‘mildly 
diabetic’ curve by various authors®**°**®.), Group 3 
included cases where the fasting level was below 120 mg. 
per 100 ml, but where the 2-hour level was elevated 
above 120 mg. and especially above 140 mg. per 100 ml.; 
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or where the 1I-hour level was above 200 mg. per 100 ml. 
The importance of these minor aberrations in the curve 
has been stressed and has been generally accepted jn 
recent years, 


Control Group 


Glucose-tolerance tests were carried out on 100 random 
gynaecological patients of 45 years of age and over, who 
were not suffering from cancer of the endometrium or 
cervix. These patients were drawn from the same popu- 
lation as the cancer groups. They all had pelvic pathology 
and abnormal vaginal bleeding — similar conditions to 
those pertaining in the cancer patients, and conditions 
which themselves might possibly alter the sensitive glucose- 
tolerance curve. In every case the endometrium was 
examined histologically, and was shown to be normal. The 
results are tabulated in Table II. Seventy-eight®, had 
normal glucose-tolerance curves; 13°, had diabetic curves 
and 9° mildly impaired curves. This incidence of 13% 
diabetics was much higher than that found in any of the 
diabetes-detection drives for the same age groups (4- 
7%). This showed that the glucose-tolerance test is a strict 
criterion of carbohydrate metabolism, and that a great 
many patients with impaired glucose tolerance are not 
detected unless full glucose-tolerance tests are done. 


Cancer of the Cervix 


The second control group consisted of 50 consecutive 
patients with cancer of the cervix, of 45 years of age and 
over. These patients were drawn from the same population 
as the endometrial cancer group. It was considered that 
this group would act as a most suitable control — the 
subjects were of the same ages, were drawn from the 
same population, and also suffered from uterine cancer 
(of a different form). The findings, shown in Table HI, 
indicated that there was no appreciable difference in 
glucose tolerance between patients suffering from cervical 
cancer and those in the non-cancer control group. 


Endometrial Cancer 


Having thus obtained 2 suitable control series, we were 
in a position to compare these with the patients we in- 
vestigated who had cancer of the endometrium, again of 
the same age groups, and drawn from the same popula- 
tion. The results are seen in Table II. Abnormal glucose- 
tolerance curves were present in 52°, (28% had frankly 
diabetic curves, and 24% less severely impaired curves). 
This incidence of 52%, compared with 22% and 20%, 
in the control groups, is high, and when analysed, is 
is statistically significant. 


TABLE Il. GLUCOSE-TOLERANCE CURVES IN CONTROL SERIES, IN 
CASES OF CANCER OF THE CERVIX, AND IN CASES WITH ENDOMETRIAL 
CANCER 

Abnormal curves 
Normal Mildly 
curves impaired 
Diabetes glucose Total 
tolerance 
Controls (100) 78% 13% 9% 22% 
Cancer of the cervix 80% ia 8% 20% 
(50) 
Cancer of the endo- 48°% 28% 24% 52% 
metrium (50) 
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DISCUSSION 


All this confirms conclusively the significantly high in- 
cidence of diabetes mellitus and lesser grades of impaired 
glucose tolerance in patients with endometrial cancer. On 
the other hand it also indicates that in cancer of the 
cervix the incidence of diabetes and ‘pre-diabetes’ is not 
raised. 

It is not the purpose of this article to consider the 
importance of this finding. The implications may be far- 
reaching, and may, for example, help to throw light on 
the cause of cancer of the body of the uterus. It may 
also help to explain certain clinical observations. For 
example, among Japanese women cancer of the cervix 
is very common but cancer of the endometrium is practic- 
ally unknown,” and diabetes mellitus is rare in Japan; 
among Jewesses cancer of the cervix is very rare, whereas 
endometrial cancer and diabetes are both commonly found 
in the Jewish race. The main reason for this investiga- 
tion was to establish whether this high incidence of dis- 
turbed glucose tolerance is factual or not. Otherwise 
attempts to explain this phenomenon, or research studies 
following on it, may have been based on a false premise. 
The literature to date has been singularly contradictory 
and it is difficult or impossible to assess the true state 
of affairs from it. It is submitted that our findings settle 
the issue conclusively. 


SUMMARY AND CONCLUSIONS 


1. In the literature of the past 20 years there have been 
highly conflicting views on whether diabetes mellitus is 
more common among patients with endometrial cancer 
than among women who do not suffer from this disease. 
The present investigation was made in an attempt to 
resolve the controversy. 


2. The reasons for these contradictory reports are 
analysed. 

3. Studies were made of 2 suitable control series as well 
as of a group of patients with endometrial cancer. A 
distinctly raised incidence of impaired glucose tolerance 
was found in the latter group, and this incidence, on 
analysis, is statistically significant. 

4. The incidence of disturbed glucose tolerance in can- 
cer of the cervix was not raised when compared with a 
suitable control group. 

5. It is submitted that our findings confirm conclusively 
that there is a significant association between endometrial 
cancer and diabetes mellitus. No such association was 
found in patients with cancer of the cervix uteri. 


I should like to thank Prof. J. T. Louw for his encourage- 
ment and for his help with this investigation. Prof. ‘ 
Kench and his assistants in the Department of Chemical 
Pathology, University of Cape Town, carried out the bio- 
chemical investigations, and I am most grateful to them for 
this work, Mrs. M. Strydom, M.Soc.Sc. (Cape Town), 
helped me to carry out the Statistical analyses, and she was 
iso of great assistance in tracing patients for repeat tests. 
Thanks are due to Dr. W. P. U. Jackson for helpful discussions 
on the interpretation of the glucose-tolerance curves. 
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RENAISSANCE IN MEDICAL SCIENCE* 
Pror, E. H. CLuver, Dean of the Faculty of Medicine, University of the Witwatersrand, Johannesburg 
‘Bliss was it in that dawn to be alive, syphilis. The advent of the sulphonamides and antibiotics 
But to be young was very heaven!’ — a vast ay in a —— which ae SO often 
relied on a masterly inactivity, waiting for mother Nature 
said Wordsworth of the beginning of the French Revolution; effect the cure. No wonder the practitioners of various a A _— 
how applicable are these lines to the mighty surge in medical and other forms of quackery were offering increasingly serious bution 
science today. opposition to orthodox medicine. It is surely significant of the certain 
We live in increasingly exciting times. For centuries our times that we are hearing less and less of these unorthodox comanc 
science had lain all but dormant under the cramping authority practitioners, now that scientific medicine has more and more The int 
of Galen. His writing on the structure and functioning of the 9 offer to a discerning public. The gruesome results of the - 
human body was a bible to be accepted unquestioningly or, at ‘cancer curer’ are, however, still there to remind us of the for the 
most, very daringly adapted by the learned professor who did deep fears and gullibility of many sufferers. ledge < 
not stoop to soil his fingers by touching the subject of his The meeting which I am greatly honoured to open has a in thes 
oration. Es all programme which bears striking testimony to advances on : 
Anaesthesia, little more than a century old, started the flow many fronts in our campaign against disease. Actit 
of modern surgery which has now become a violent torrent It is of interest that we still have something to learn about which 
entering with impunity the hitherto hidden, inviolate depths the preventable infective diseases. The discussions this morning bacteri: 
of the living heart and brain. Bacteriology less than a century deal with reports on studies of tetanus, brucellosis, and virus moulds 
ago saw the birth of the modern physician. _ . infections. ‘ 
But the advance at first appeared to be distressingly slow. The so-called degenerative diseases, which previously our lesions 
Forty years ago my own chief, Sir William Osler, taught us profession found so difficult to combat or even arrest, are type, ¢ 
diagnosis, which he had developed into a splendid art and pow vigorously studied as shown by many papers here to be and th 
something approaching an exact science. He was generally presented on cancer and the dietary and other factors asso- actinon 
acclaimed as the leading diagnostician of his day which, among _ cjated with arteriovascular disease. 
those brilliant practitioners who worked with little help from You will be receiving reports, too, on the valuable contribu- abdom: 
laboratory or X-ray departments, was really something. But tion being made on the very frontiers of the advance of the region. 
to the distress of his students, who were entering the profession science of medicine by teams of workers at the South African Success 
with high hopes of curing these brilliantly diagnosed diseases, [pstitute for Medical Research, the Medical School of this cillin is 
he invariably stopped there. Again and again did his young University, and the laboratory of the Chamber cf Mines. We N 
house physician at the termination of such stimulating reason- have a justifiable pride in the work being done here on the seer 
ing ask him to outline a course of treatment. With an enig- Witwatersrand. But that does not blind us to the important sapropt 
matic smile the master would turn away and move on to the work (some of which will be reported at this meeting during white, | 
next : ? : 2 , the next 3 days), which is being done elsewhere, particularly fast an 
That state of affairs gave a mighty stimulus to preventive at our sister universities. be | 
medicine. Accurate diagnosis did point to causes of disease; I return to my opening note — the stirring scientific times a 
and the combating of established causes resulted in major jn which we live and the splendid contribution South Africa is of Mac 
improvements in the public health. The science of sanitation making to the advance on all fronts. To be young during these other | 
has now all but abolished the epidemic bacterial and virus times and be able to participate for many years to come in produce 
diseases. , 2 the increasing improvement in human living must indeed be 
But there was little we were able to treat with any hope  ‘yery heaven’. nervous 
of cure. Purgatives, sedatives, tonics, and antiseptic dressings full do: 
were the practitioners’ uninspiring standbys. There were veTY association of Physicians of South Africa (MASA), , B.--- July when tl 
few specifics other than quinine for malaria and arsenicals for 1960 ; B may 
FORTHCOMING INTERNATIONAL MEDICAL CONFERENCES Rin 
Eighth International Cancer Congress. Every 4 years an Inter- The following topics are suggested for the programme: may ret 
national Cancer Congress is organized by the International (1) R6le of viruses in the origin of cancer, (2) Precancerous or meni 
Union against Cancer (Unio Internationalis contra Cancrum— _ lesions, (3) Tumour immunology, (4) Biochemistry of cancer, ie 
UICC). At the VIIth International Cancer Congress held in (5) Tumour-host relations, (6) The importance of achievements TeMISSIC 
London in 1958 it was decided to hold the next Congress in in experimental cancer research for clinical oncology, (7) New amphot 
1962 in Moscow, USSR. methods of cancer treatment (antibiotics, chemotherapy and prognos 
A meeting of representatives of the National Organizing hormonal therapy), (8) Geographical pathology of cancer, (9) Blast 
Committee of the USSR and leading members of the UICC The care of patients with advanced cancer, (10) Long-term de 
was held in Moscow in May 1960, A number of problems con- results in the therapy of the most frequent types of cancer, dermati 
nected with the organization of the Congress were discussed. (11) Cancer control, (12) Carcinoma of the stomach including in type. 
Attending the meeting were Prof, N. Blokhin, President of the the cardia, (13) Carcinoma of the lung, (14) Carcinoma of the infectio 
Academy of Medical Sciences, USSR; Prof. A. Savitsky, Chair- ovaries, (15) Carcinoma in situ of the cervix, and (16) Varia disease 
man of the Cancer Society of the USSR; Prof. L. Shabad, (the new most important developments in different fields of B ha 
General Secretary of the National Organizing Committee; cancer research which were not included in the programme). ve 
Profs. L. Zilber, L. Larionov, A. Novikov, A. Rakov and The working languages of the Congress will be English, amphot 
other Soviet specialists. Foreign guests were Prof. A. Haddow, = Russian. and French. All lectures and papers are to be given 
President-elect UICC (Great Britain); Dr. H. Dorn, General in one of these languages. Simultaneous translation into the 
Secretary UICC (USA); Prof. O. Muhlbock, Chairman of two other working languages will be arranged. All the pro- 
Cancer Research Commission UICC (Holland); Dr. J. Heller, ceedings of the Congress will be published in these three 
Chairman of Cancer Control Commission UICC (USA); and languages Die Sui 
The discussion of problems connected with the preparations Scientific exhibitions and exhibitions of special equipmen van arti 
for the Congress at the meeting in Moscow was preliminary. Will be organized at the Congress. Facilities for the = en Verr 
Final decisions will be reached in October 1960 at the meeting stration of scientific films on oncological problems wil Binnela: 
of the Executive Committee of the UICC in Tokyo. The Offered. geduren 
suggested date for the Congress in Moscow is 23 - 28 July 1962. Applications to present reports and abstracts of papers must kasie 
The following forms of work are planned: (1) Lectures by reach the organizers of the Congress by 1 December 1961. All > WwW 
invited speakers, (2) section meetings where communications correspondence must be addressed to the General Secretary of of vir « 
on the topics included in the programme will be presented and the National Organizing Committee of the USSR — Prof. L. 
discussed, and (3) panel discussions on selected topics with Shabad, Academy of Medical Sciences of the USSR, 4 8 Okto 
invited participants. Solyanka, Moscow. 
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MYCOTIC INFECTIONS 


A variety of fungi which have a wide geographic distri- 
bution are pathogenic and can produce infections. In 
certain parts of the world some of them occur quite 
commonly although their incidence is usually rather low. 
The introduction of antifungal antibiotics and other agents 
for the treatment of these diseases and advances in know- 
ledge of their pathogenesis have aroused great interest 
in these disorders. 

Actinomycosis is caused by Actinomyces israeli (bovis), 
which has characteristics intermediate between those of 
bacteria and those of the higher filamentous fungi or 
moulds. The ‘sulphur granules’ may be demonstrated in 
lesions or exudates. The disease is subacute or chronic in 
type, and involves especially the cervicofacial tissues, 
and thoracic or abdominopelvic viscera. Cervicofacial 
actinomycosis accounts for the majority of cases; 
abdominopelvic actinomycosis usually begins in the caecal 
region. Diagnosis is made by cultures and _ biopsies. 
Successful results are obtained in many cases when peni- 
cillin is administered; tetracyclines are also effective. 

Nocardiosis is a related species which is ordinarily 
saprophytic and aerobic. The ‘granules’ may be yellowish- 
white, red, or black. The filaments may be partially acid- 
fast and mistaken for tubercle bacilli. The infection may 
be localized or generalized and it is one of the causes 
of Madura foot syndrome, which can also be caused by 
other fungi and moulds. Pulmonary involvement may 
produce symptoms that are nonspecific. The central 
nervous system may be involved. Sulphonamides given in 
full doses for many weeks are the drugs of choice, but 
when the central nervous system is infected amphotericin 
B may be tried. 

Cryptococcosis (Forula histolytica) is a budding 
fungus found in nature. It can produce an infection that 
may remain localized to the skin for years, but pulmonary 
or meningeal involvement may be prominent. Spontaneous 
remissions of long duration may occur. The advent of 
amphotericin B has led to a great improvement in the 
prognosis of this disease. 

Blastomycosis may be North American (Blastomyces 
dermatitidis) or South American (Blastomyces brasiliensis) 
in type. The North American type may cause pulmonary 
infection rather than primarily dermal infection. The 
disease may persist for years. Diamidines and amphotericin 
B have been used in the treatment of this condition, but 
amphotericin B appears to be more effective. In the South 


American type, infection of the mouth and face, of the 
cervical glands, or of the lymphoid tissue of the intestine, 
and hepatosplenomegaly are more common. Sulpho- 
namides usually produce a good response. 

Histoplasmosis (Histoplasma capsulatum) usually causes 
a chronic pulmonary disorder, but it does occasionally lead 
to reticulo-endothelial involvement. Most cases of histo- 
plasmosis infection have been reported in the United 
States. Amphotericin B has proved effective in some 
cases, and even curative in localized forms in the mouth, 
pharynx, and lungs. 

Coccidiomycosis is ordinarily a highly infectious, acute, 
benign respiratory infection. In a small percentage of 
patients dissemination may occur, which in the past had 
a grave prognosis, but amphotericin B appears to be 
effective in some cases. 

Sporotrichosis is world-wide in distribution. Biopsies 
and smears of pus show small gram-positive, cigar-shaped 
organisms within the neutrophils. Cutaneous sporotrichosis 
usually responds to iodides given orally. Griseofulvin has 
also produced good results. Disseminated sporotrichosis 
is rare, and in the treatment of this condition amphotericin 
B would be the drug of choice. 

Candidiasis (moniliasis) is well known as the cause of 
infection in the mouth, vagina and skin. Gentian violet 
has been applied to local lesions. Systemic infection is 
rare, but has increased in recent years as a complication 
of therapy with antibiotics such as the tetracyclines. 
‘Mycostatin’ (nystatin) is effective by mouth for intestinal 
candidiasis; it is also effective by local application for 
cutaneous, vaginal, or oral lesions. It is not useful in 
disseminated infections because it is not absorbed from 
the intestine. Amphotericin B has not proved satisfactory. 

Aspergillosis is caused by an organism that is ubiquitous 
in nature. Infection may be suspected when discharges are 
greenish or brown in colour. Chronic disease of the lung 
may be complicated by this infection. Other rare mycoses 
include geotrichosis of the mouth and lungs, and mucor- 
mycosis. The organisms must be demonstrated in a lesion, 
and not by culture only, since contamination is frequent. 
Amphotericin B deserves a thorough trial in these infec- 
tions, but its administration requires special care. Details 
about its use, and the mycoses for which it is indicated, 
are given in a recent review of the mycoses.’ 


1. Martin, W. J. and Nichols, D. R. (1960): Proc. Mayo Clin., 35, 149. 


WETSONTWERP OP PUBLIKASIES EN VERMAAKLIKHEDE 


Die Suid-Afrikaanse Tydskrif vir Geneeskunde is in terme 
van artikel 4 (10) (b) van die Wetsontwerp op Publikasies 
en Vermaaklikhede, soos dit deur die Adjunk-minister van 
Binnelandse Sake die eerste maal gelees en ingedien is 
gedurende die vorige sitting van die Parlement, ,’n publi- 
kasie wat met uitsondering van advertensies geheel en al 
of vir die grootste gedeelte bestaan uit artikels van alge- 


8 Oktober 1960 


mene belang’. Die Tydskrif sal dus ook in terme van artikel 
4 (9) van dieselfde Wetsontwerp onderhewig wees aan die 
vrystelling van die bepalings van die betrokke artikel, of 
die intrek van ’n vrystelling wat te eniger tyd na goed- 
dunke kan geskied deur ’n Publikasieraad wat deur die 
Minister aangestel sal word. Omdat die Tydskrif dus, as 
die Wetsontwerp op die wetboek geplaas word, nie gedruk 
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en versprei sal kan word tensy dit deur die Publikasie- 
raad goedgekeur is nie, is die betrokke Wetsontwerp in 
beginsel van groot belang vir hierdie Tydskrif, soos dit 
ook die geval is en sal wees met alle ander tydskrifte 
en boeke wat in hierdie land uitgegee sal word. 

Ons wil dit hier duidelik en onomwonde stel dat dit 
hoegenaamd nie ons bedoeling is om, deur oor hierdie 
saak te skryf, in die politieke arena te tree nie. Daardie 
arena is vir ons smaak te vol duwweltjies. Ons doel is 
slegs om as redaksie en uitgewers van ‘n wetenskaplike 
tydskrif te sé hoe ons oor hierdie betrokke saak voel en 
dink. En ons gee ons menings met vrymoedigheid aan- 
gesien dit vir ons lyk of die Adjunk-minister van Binne- 
landse Sake self twyfel het oor die bepalinge van die 
Wetsontwerp, soos dit vir die eerste maal gelees is, aan- 
gesien hy ‘n gekose komitee aangestel het om hom behulp- 
saam te wees by die finale formulering van die Wets- 
ontwerp. 

Omdat ons self in die joernalistiek staan, is dit vanself- 
sprekend dat die algemene peil van die joernalistiek wat 
in alle sfere in hierdie land beoefen word, vir ons van die 
allergrootste belang is. En as verantwoordelike joernaliste 
kan ons nie anders nie as om te erken dat daar geen 
twyfel bestaan aan die feit dat daar ernstig oor hierdie 
saak gedink moet word nie, omdat nadelige en minder- 
waardige en ondermynende literatuur wel by die groot 
maat gedruk en versprei word. Dit is dus nie die bestaan 
van die wantoestand wat ons betwyfel nie. Inteendeel. 
Wat ons egter wel betwyfel is die verstandigheid daarvan 
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om alles wat daar in hierdie land in die toekoms gepubli- 
seer sal word onderhewig te maak aan die goedkeuring 
van ‘n Publikasieraad bestaande uit ‘n voorsitter en 
minstens tien ander lede, met die opdragte en verant- 
woordelikhede soos bepaal in die Wetsontwerp. 

In beginsel—en ons praat as joernaliste en nie as 
politici nie — lyk die Wetsontwerp soos hy staan vir ons 
gevaarlik. Hoe weet ons hoe daardie vae algemene bepa- 
linge geinterpreteer sal word, nou, maar veral ook in die 
onbekende toekoms as ander here en meesters as wat 
ons nou in die gedagte het, aan die bewind mag wees? 

Dit is ook onwaarskynlik — en dit is die sentrale 
beswaar van die meeste joernaliste en skrywers met wie 
ons gepraat het— dat daar genoeg mense met professio- 
nele gesag en integriteit gevind sal kan word om op die 
Publikasieraad te dien. Buitendien sal dit vir hulle, indien 
hulle gevind sou kon word, fisies onmoontlik wees om 
oor meer as slegs maar ‘n klein persentasie van die 
duisende boeke en tydskrifte wat gereeld verskyn vooraf 
‘n wakende en goedkeurende oog te hou. 

Om hierdie redes is ons bly dat die Adjunk-minister 
van Binnelandse Sake wel ‘n gekose komitee aangestel 
het om weereens alle aspekte van hierdie netelige saak 
te ondersoek voordat daar tot wetgewing oorgegaan word. 
Ons pleidooi is dit: Laat ons nie iets doen wat onuit- 
voerbaar en dus prakties futiel is nie. Laat ons liewers 
eers die bestaande masjinerie opknap om oortreders en 
uitbuiters deur middel van die howe in bedwang te hou. 
Aan so ‘n optrede sal ons ons volle steun toesé. 


TAALRUBRIEK 


Die Taalkomitee van die Geneeskundige Skool van die 
Universiteit van Stellenbosch stel voor om te gebruik: 


1. Eng. frostbite: Afr. vervriesing, en dan bv. ‘n 
vervrieste voet. 

2. Eng. chilblain: Afr. gebruik die woord winters in 
’n hele reeks verbindinge, bv. wintershande, winters- 
ore, wintersletsel, winterstone, wintersvoete. 

3. Eng. immersion foot: Afr. immersievoet. Die komitee 
is nie buitensporig in sy skik hiermee nie, maar vind 
niks anders nie en meen dat hier maar die vreemde 
(rige) immersie gebruik moet word. 

Weet iemand dalk beter raad? 
dan asb. van u hoor. 

4. Eng. exposure foot: blootstellingsvoet, en vir Eng. 
trench foot hou ons dan by die ingeburgerde /oop- 


graafvoet. 


Laat die komitee 


5. Eng. insanity: Afr. kranksinnigheid, psigose, geestes- 
versteuring. 

6. Eng. mental word in Afr. op verskillende maniere 
weergegee, bv. mental disease: geestesiekte (dit is 
die Akademiespelling), mental institution: /ospitaal 
(soms inrigting) vir geestesiekes, mental age: ver- 
standsouderdom, e.s.m. 

7. Eng. dement: Afr. dement (persoonsnaam; spreek uit 
dee-mént) en (saaknaam): demensie. 

8. Eng. inhibited: Afr. geinhibeer (en geinhibeerde); 
uninhibited: ongeinhibeer(de). 

9. Eng. tidal drainage: Afr. gety-dreinering, met of 
sonder koppelteken, soos u wil, maar nie los nie, en 
tidal volume: getylug. 

10. Eng. (eintlik Latyn): placebo: Afr. plasebo, meer- 
voud plasebo’s. (Ons kan nie die c van Lat. behou 
saam met ’n Afr. meervoud -’s nie. Eng. kan wel, 
want Eng. het die c-teken algemeen vir ‘n s-klank.) 


MYXOMA OF THE LEFT ATRIUM* 


Joun B. Bartow, M.B., B’Cu., M.R.C.P., Cardiac Clinic and Department of Medicine, 
University of the Witwatersrand 


With the recent very great advances in cardiac surgery, 
myxoma of the left atrium is no longer just a pathological 
curiosity. If the diagnosis is made, a dramatic cure may 

* Paper presented at a meeting of the Transvaal Branch of the Southern 


African Cardiac Society, 21 May 1959, and submitted for publication on 
28 March 1960. 


now be attained by surgical removal of the tumour.’* It 
is thus thought that the following case, where the correct 
diagnosis was seriously entertained, but unfortunately not 
pursued, is of sufficient interest to warrant description and 
discussion. Prichard® has stated that myxoma is the com- 
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monest primary tumour of the heart and constitutes nearly 
50% of primary cardiac tumours. 


CASE REPORT 


The patient, a 62-year-old White miner, was admitted to the 
Johannesburg General Hospital on 8 January 1959. He stated 
that for nearly 2 years he had been mildly breathless on 
exertion, but that over the last 2 months this had rapidly 
increased in severity and was now present after walking only 
a few yards. Seven weeks before admission, he was awakened 
at night by a severe constricting retrosternal pain, which 
lasted about 3 hours and was associated with sweating and 
marked breathlessness. This attack was followed by other 
short episodes of similar retrosternal pain, occurring mainly 
on exertion and relieved by trinitrin given him by his general 
practitioner. Systematic questioning by the house physician 
(Dr. R. Stephenson) brought out that, for 1 year, the patient 
had often felt giddy when standing erect. 


On examination on admission to the hospital (Dr. R. Gollach 
and Dr. R. Stephenson) the patient was not in congestive 
heart failure, no bruits were heard, but a gallop rhythm was 
audible over the precordium. The chest and abdomen were 
clinically normal. Ten days later dependent oedema developed, 
the liver was enlarged 2 fingers below the costal margin, the 
jugular venous pressure was elevated, and the patient was 
considered to be in congestive cardiac failure. Soft apical 
presystolic and mid-diastolic murmurs were subsequently heard 
on several occasions by both observers. The usual treatment 
for congestive cardiac failure, including digitalis and a 
mercurial diuretic, was started on 18 January. On 12 February 
the patient was referred to the Cardiac Clinic for assessment 
for mitral valvotomy with the provisional diagnosis of con- 
gestive heart failure due to mitral stenosis. 

On examination in the Clinic the patient was dyspnoeic 
and orthopnoeic. Peripheral cyanosis plus sacral and ankle 
oedema were present. The pulse was 80 per minute, regular, 
and of small volume. The blood pressure was 80/60 mm.Hg. 
The jugular venous pressure was raised, 10 cm. with a large 
‘a’ wave followed by the systolic wave of tricuspid incom- 
petence. The apex beat was in the Sth left intercostal space 
on the mid-clavicular line. There was a prominent right 
ventricular heave at the sternal area. A quadruple rhythm was 
audible at the apex and lower sternum. Both the intensity of 
the atrial sound and the time interval between this atrial 
sound and the first heart sound increased significantly with 
deep inspiration, thus confirming that the atrial sound was 
arising from the right side of the heart.’ A grade 2° regurgi- 
tant systolic murmur of tricuspid incompetence was audible 
on inspiration near the xiphisternum, The second heart sound 
was narrowly split, unaffected by respira- 
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The blood count showed a mild normochromic anaemia 
Hb. 12 g.%). The sedimentation rate, performed on several 
occasions, varied between 20 and 50 mm. per hour (Wintrobe). 
The blood urea was 45 mg. % on admission and 94 mg. % 
6 weeks later; the urine was normal. These figures were 
regarded as compatible with congestive heart failure. There 
was an occasional pyrexia of 99-5°F during the hospital 
course. 

The patient therefore had the physical signs of severe 
right ventricular failure with pulmonary hypertension and 
functional tricuspid incompetence. Recurrent pulmonary 
embolism was regarded as the possible cause, with a left 
atrial myxoma as the most likely alternative. Significant mitral 
stenosis was thought to be unlikely. 


It was decided to treat the patient with anticoagulant therapy 
and to observe progress. Unfortunately, he died suddenly 3 
weeks later. 


At necropsy a large myxoma was found filling the left 
atrium. The mitral valve was normal. The right ventricle was 
hypertrophied and dilated, with functional incompetence of the 
tricuspid valve. There was passive venous congestion of 
systemic organs and some congestion of the pulmonary veins. 
On histological examination of the lungs, the pulmonary 
arterial system was ‘remarkably normal’ and no evidence of 
intimal proliferation or medial hyperplasia was observed. 


CLINICAL FEATURES OF LEFT ATRIAL MYXOMA 


A review of some of the reported cases of left atrial 
myxoma indicates that the clinical course follows a fairly 
typical pattern. The clinical features can be divided into 
3 main groups as follows: 

1. Features dependent on intermittent obstruction of the 
mitral valve orifice (sometimes precipitated by postural 
changes) 

Attacks of dizziness or fainting are common.**** 
Episodes of sudden acute breathlessness occur“ and 
these are sometimes associated with chest pain indis- 
tinguishable from that of myocardial ischaemia.**"."4"*° 
Cardiac arrhythmias, which may be initiated by a postural 
change, have also been reported’ but generally seem to be 
rare. Systolic and diastolic murmurs, usually associated 
with the diagnosis of mitral incompetence or stenosis, are 
commonly but not invariably present at some period of the 
clinical course. These murmurs may vary in intensity and 
character, sometimes depending on the position of the 


tion, and there was some increase in the ope py a5 
intensity of the pulmonary component. }3-:}=9f" 


No diastolic murmurs were heard. Chest - : — 


movement was good and, except for a 


few crepitations at the right base, the 
lungs were clinically clear. The liver 


was enlarged 3 fingers below the right 
costal margin but no direct pulsation of 


this organ was detected. 

An ECG (Fig. 1) showed right axis 
deviation, marked clockwise rotation, 
and some right ventricular hypertrophy. 
Chest X-rays (Figs. 2 and 3) showed some 


cardiomegaly (cardiothoracic ratio 55%) 


with Tight ventricular enlargement, a 
Prominent pulmonary artery, and a 


straightened left heart border. Slight 


enlargement of the left atrium was 


detected in the right oblique view (Fig. 
3. The lungs were congested, with pro- 
minence of the superior pulmonary veins. 
No Kerley ‘B’ lines were seen. 


v3 v4 | ive! 4vR 

: 
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: Fig. 1. Electrocardiogram showing right axis deviation, considerable clockwise rotation, and some — 


right ventricular hypertrophy. 
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Fig. 2. Postero-anterior radiograph showing cardiomegaly, ‘mitralized’ 
heart, prominent superior pulmonary veins, and ‘congested’ lung fields. 


patient.""*"" Sudden death is usual" and is reputed to 
occur occasionally without any preceding symptoms.** 


2. Features due to gradual left atrial or mitral valve 
orifice obstruction 

Although several other signs and symptoms of left 
atrial myxoma usually precede it, progressive and intract- 


able right ventricular failure will sooner or later always 
occur 3,4,10-15, 18,20,21 23-26 


The congestive heart failure may show temporary 
improvement with diuretic and digitalis therapy, but 
deterioration inevitably follows soon unless the tumour is 
surgically removed. 

As already mentioned, perhaps the commonest feature 
of reported cases has been the presence of murmurs 
simulating mitral valve disease.*5:!°.14.17.18.0.24.25 These have, 
in fact, often resulted in the diagnosis of rheumatic 
mitral valvular disease and not infrequently the correct 
diagnosis has been established at operation intended for 
mitral 


Obstruction by a myxoma to blood flow, either in the 
left atrium or at the mitral valve orifice, results in some 
left atrial enlargement, which may be detected on the 
Or the electrocardiogram.'*”° Pulmonary 
venous hypertension will also occur and might be detected 
radiologically by the presence of distended superior pul- 
monary veins and possibly Kerley ‘B’ lines. Chest X-rays 
in reported cases have often shown ‘pulmonary con- 
but there has been little comment on 
whether it was known to be venous in origin. Kerley ‘B’ 
lines have seldom been mentioned. 


Fig. 3. Right oblique radiograph. Slight backward displacement of the 
barium-filled oesophagus is seen in the region of the left atrium. 


3. The ‘subacute bacterial endocarditis syndrome’ 

The association of anaemia, intermittent mild pyrexia, 
malaise and a raised sedimentation rate in many patients 
with left atrial myxoma creates a clinical picture similar 
to that of subacute bacterial endocarditis.""""* The varying 
mitral murmurs might also suggest this diagnosis. Systemic 
emboli, sometimes causing transient or permanent neuro- 
logical signs, have been frequently encountered®*°%** 
and are again compatible with the diagnosis of subacute 
bacterial endocarditis. 


DIAGNOSIS OF LEFT ATRIAL MYXOMA 


A study of the relevant features of this and previously 
reported cases suggests that the following conditions 
should be considered in the differential diagnosis: 

1. Mitral Stenosis or Incompetence 

The presence of an apical mid-diastolic murmur in 4 
patient in right ventricular failure is suggestive of mitral 
stenosis and this is the diagnosis which has usually been 
made. A bifid P wave sometimes present on the EGG, plus 
the radiological appearances of a dilated left atrium, pul- 
monary venous congestion, and an enlarged right ventricle 
and pulmonary artery, might seem compatible with this 
diagnosis; so might any associated features of the ‘subacute 
bacterial endocarditis syndrome’. 

It would be most unusual, however, for any case of 
mitral stenosis, provided that uncontrolled atrial fibrillation 
or other arrhythmia was not present, to develop right heart 
failure unless the pulmonary vascular resistance was con- 
siderably increased.” An increased pulmonary vasculat 
resistance in such cases can be detected on the ECG in 
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that evidence of marked right ventricular hypertrophy is _ 


seen.”* Such evidence is lacking both in this patient 
(Fig. 1) and in all the reported cases that have been 
encountered. Unfortunately, the actual ECGs have seldom 
been reproduced, but the interpretation commonly given 
by the various authors has been that of right axis deviation, 
clockwise rotation, and sometimes associated right ven- 
tricular Recently Evans,” in his descrip- 
tion of 2 cases who died from left atrial myxoma, made 
the point that the ‘ECG showed only right ventricular 
duress short of ventricular preponderance’. Both of his 
patients had been in heart failure and the one ECG illus- 
trated (p. 203 of his article”) does not show the degree of 
right ventricular hypertrophy that would be expected in a 
case of mitral stenosis causing right ventricular failure. 

It seems that it is this absence of appreciable right 
ventricular hypertrophy on the ECG which is the most 
important factor in excluding the diagnosis of mitral 
stenosis in this and other cases of left atrial myxoma. 
In a recent paper Rodriguez Torres et al.“ have accepted 
an R/S or R’/S ratio in lead VI greater than 1:0 mv., 
with R or R’ greater than 0-5 mv., as the commonest ECG 
sign of right ventricular hypertrophy in mitral stenosis 
with a raised pulmonary vascular resistance. When, how- 
ever, the pulmonary vascular resistance is great enough to 
cause right ventricular failure, it is probably fair to say 
that the ECG shows very marked right ventricular hyper- 
trophy, with a large dominant R or R’ in VI and a very 
small or even absent S wave. T waves over the right 
precordial leads are usually deeply inverted. 

Another feature which helped to exclude significant 
mitral stenosis in the present patient was the absence of 
a bifid P wave on the ECG and the minimal left atrial 
enlargement seen radiologically. Some ECG evidence of 
left atrial enlargement is probably always present in 
patients with sinus rhythm in right ventricular failure from 
mitral stenosis, but P-wave enlargement has been absent 
or inconspicuous in many cases of myxoma.*!0!-1#15.2025,26 
Left atrial enlargement on X-ray has also sometimes been 
absent or only slight in other patients with myxoma, 
5121619 and this again would be unusual in significant 
mitral stenosis. Here, however, it must be remembered that 
radiological signs of left atrial enlargement are often not 
great in mitral stenosis if the pulmonary vascular resist- 
ance is raised.” 

There was no mid-diastolic murmur on the several 
occasions that I examined this patient and that again 
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and in others the murmur was _vari- 
able.*-*"*'* Provided no tachycardia is present, it is pro- 
bably exceedingly rare for any case of tight mitral stenosis 
to have no mid-diastolic murmur on careful auscultation. 
An absent or variable mid-diastolic murmur should always 
cause the diagnosis of mitral stenosis to be questioned. 


There has been much emphasis in the literature on the 
symptoms and signs resulting from intermittent complete 
or almost complete obstruction of the mitral orifice by the 
tumour. It is agreed that when such features are present 
in a case of apparent mitral stenosis they should arouse 
suspicion of the possibility of a myxoma. It should, how- 
ever, perhaps be remembered that attacks of breathless- 
ness, angina, syncope and paroxysmal arrhythmias may 
all occur in patients with mitral stenosis with or without 
a ball-valve thrombus in the left atrium. 


The question of whether an opening snap can ever be 
produced by a normal valve still remains uncertain. 
Leatham® has stated that an opening snap of the normal 
tricuspid valve can be recorded with the phonocardio- 
graph (PCG) in atrial septal defect. This sound, however, 
could not be demonstrated in recent PCG observations on 
20 cases of atrial septal defect, and an opening snap has 
not yet, in fact, been encountered in any condition where 
both mitral and tricuspid valves were normal.” There have 
been several cases of left atrial myxoma where the authors 
considered that an opening snap was audible and autopsy 
or operation later confirmed that the mitral valve was 
normal.'*" In only one of these” is a PCG published 
and that, though technically not good, shows a loud sound 
varying in time between 0-08 and 0-10 seconds after 
closure of the aortic valve, but also varying very greatly 
in intensity from beat to beat. The PCG appearances 
of this sound seem to be unusual for an opening snap 
of the mitral valve. It seems possible that the sound 
is due to a movement of the tumour just after the mitral 
valve has opened. In any event, the presence of an 
opening snap, or a sound similar in character and timing 
to an opening snap, is rare in left atrial myxoma; it has 
even been stated® that the absence of an opening snap 
in a patient with ‘mitral stenosis’ should, in fact, suggest 
the possibility of a myxoma. Since it is not uncommon, 
especially when the mitral valve is calcified, for cases of 
tight mitral stenosis to have no opening snap, that argu- 
ment also loses some importance. 


The patient reported here had a quadruple rhythm, and 
the atrial sound was clearly shown on a PCG (Fig. 4). 
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Fig. 4. Logarithmic phonocardiogram recorded in the epigastrium during deep inspiration. A 
loud atrial sound is cleary seen 
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A right atrial gallop is not uncommon in cases of cor 
pulmonale, but is rarely heard in patients with mitral 
stenosis.” This was yet another feature against that diag- 
nosis. Other reports on left atrial myxoma have sometimes 
mentioned gallop rhythm, but either the type of gallop 
was not specified or else it was thought to be protodiastolic 
(i.e. ‘third heart sound gallop’).°**” 

Apical systolic murmurs are not infrequent in cases of 
left atrial myxoma and have often been attributed to 
mitral incompetence. These systolic murmurs, like the mid- 
diastolic murmurs, may sometimes vary with positional 
changes**”-"8° and this sign should always be sought 
where a myxoma is suspected. There was no apical systolic 
murmur in the present patient. The regurgitant systolic 
murmur, audible in the epigastrium and lower sternal 
area, increased markedly with inspiration and was almost 
certainly caused by functional tricuspid incompetence. It 
is not unusual for a systolic murmur of tricuspid incom- 
petence to be heard near the apex, and it seems possible 
that some of the systolic murmurs in other cases of left 
atrial myxoma were due to this cause. When, however, 
a systolic murmur does arise at the mitral valve it possibly 
results because the partially protruding tumour does not 
allow the mitral valve cusps to close completely.’ A diag- 
nosis of significant organic mitral incompetence is unlikely 
to be confused with that of left atrial myxoma in view 
of the absence of left ventricular enlargement in the latter 
condition. 

It has been suggested that the relatively short period, 
often from 18 months to 2 years, between the onset of 
symptoms and the development of right ventricular failure 
in cases of myxoma would be atypical for mitral 
stenosis." This may generally be true, but longer 
histories, ranging from 4 to 23 years, have also been 
encountered.*°" 

Some authors state that left atrial myxoma should be 
considered in any patient showing features of mitral 
stenosis but with no history of rheumatic fever.**"” The 
absence of such a history in patients with mitral stenosis, 
however, is surely far too common for this to be of much 
value. Wood” has estimated that a history of rheumatic 
fever, subacute rheumatism, or chorea, is obtained in only 
60% of cases of mitral stenosis. 


2. Cor Pulmonale 

It has already been mentioned that intractable right 
ventricular failure will develop sooner or later in all 
patients with left atrial myxoma except in those rare 
instances where sudden death occurs early in the course 
of the ifiness. It is thus understandable that lung disease 
or pulmonary vascular obstruction should be entertained 
as the cause of the right heart failure. The present patient 
was, in fact, thought to be a case of cor pulmonale with 
(since there was no clinical or radiological evidence of 
primary lung disease) multiple small pulmonary emboli 
as the likely aetiological factor. In Lekisch’s case," how- 
ever, where the chest X-ray showed a diffuse mottling of 
both lung fields, the diagnosis of metastatic carcinoma of 
the lungs and Hamman-Rich syndrome had been con- 
sidered. 

When there is no apical mid-diastolic murmur, as is 
sometimes the case in patients with left atrial myxoma, 
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the differentiation of right ventricular failure due to left 
atrial myxoma from that following pulmonary arterial 
obstruction or lung disease, must depend largely on the 
presence or absence of evidence of pulmonary venous 
hypertension and left atrial enlargement on the X-ray, and 
of large bifid P waves on the ECG. This differentiation 
may be difficult, but the present patient’s X-rays did show 
distended superior pulmonary veins and a slightly enlarged 
left atrium. These radiological appearances should, in 
retrospect, have resulted in left atrial myxoma being even 
more strongly suspected than it was at the time. 


3. Occlusion of Pulmonary Vein 

A chronic granulomatous lesion of the mediastinum, 
usually of unknown aetiology, may cause constriction of 
the main pulmonary veins.”** Pulmonary venous hyper- 
tension ensues and is followed by a raised pulmonary 
arterial pressure, right ventricular failure, and death. The 
course of the illness ranges from 4 to 10 years and the 
predominant symptoms are dyspnoea, haemoptysis, and 
finally those of intractable right ventricular failure.** Chest 
X-ray seldom shows the mediastinal mass but pulmonary 
venous congestion is apparent. 

This rare condition understandably has many features 
similar to those of left atrial myxoma.”** Absence either 
of left atrial enlargement or of a mitral diastolic murmur 
might favour constriction of the pulmonary veins, but 
angiocardiography should always be performed in doubt- 
ful cases. 


4. Ischaemic Heart Disease 

A history of episodes of constricting precordial pain, 
often associated with sweating, breathlessness or syncope, 
and later followed by congestive heart failure, is clearly 
compatible with ischaemic heart disease. This diagnosis 
seemed unlikely in the present patient in view of the severe 
right ventricular failure without evidence of left ventricular 
dilitation or definite ECG signs of myocardial ischaemia 
or infarction. It seems strange, however, that though 
anginal pain has been a common symptom in many cases 
of left atrial myxoma, ischaemic heart disease has seldom 
been mentioned in the literature in discussion of the 
differential diagnosis. 
5. Cardiomyopathy 

This term was used by Brigden® to embrace the re- 
latively rare group of conditions which cause serious non- 
coronary myocardial disease without significant disease 
elsewhere. It includes such conditions as familial cardio- 
megaly, alcoholic cardiomyopathy, cardiac amyloidosis, 
and the various forms of non-specific ‘myocarditis’. 
Symptoms include angina pectoris, syncope, paroxysmal 
dyspnoea, and those related to the onset of heart failure. 
Clinical examination often reveals gross cardiomegaly, 
gallop or quadruple rhythm, regurgitant systolic murmurs 
of functional atrioventricular valve incompetence, small 
pulse pressure and intractable congestive cardiac failure.® 
Sudden death is not unusual, sometimes occurring in 
patients who had previously had no cardiac symptoms.* 
It will be apparent that these clinical features have some 
similarity to those described in left atrial myxoma. The 
radiological appearances of generalized chamber enlarge- 
ment, however, and the diffuse pathological changes on 
the ECG, comprising abnormal T waves, low voltage QRS 
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complexes, intraventricular conduction defects, and abnor- 
mal Q waves, are unlike left atrial myxoma and should 
help to distinguish the cardiomyopathy group. 
CONCLUSIONS 

The case discussed in this paper showed, in retrospect, 
many of the classical features of a left atrial myxoma 
and this diagnosis should probably have been made with 
confidence. The relatively short history of increasing 
dyspnoea and orthopnoea, giddiness on standing, and inter- 
mittent anginal pain, associated with the signs of intract- 
able right ventricular failure, a varying apical mid-diastolic 
murmur, several features of the so-called ‘subacute bac- 
terial endocarditis syndrome’, right axis deviation and 
extreme clockwise rotation with some right ventricular 
hypertrophy shown on the ECG, and radiological signs of 
some left atrial enlargement with pulmonary venous 
hypertension, were all typical of a left atrial myxoma. 

Significant mitral stenosis could be excluded by the 
absence of electrocardiographic signs of the degree of 
right ventricular hypertrophy and left atrial enlargement 
which would be expected in a case of congestive cardiac 
failure due to this cause. The prominent right-sided 
quadruple rhythm, the absence of an opening snap, the 
but slightly enlarged left atrium as seen radiologically, 
and the complete absence, at times, of an apical mid- 
diastolic murmur, were all features which also failed to 
support a diagnosis of mitral stenosis. 

In any patient in severe right ventricular failure, with 
no clinical or radiological evidence of lung disease, it is 
probably reasonable to suspect recurrent pulmonary emboli 
as the underlying cause. Attacks of anginal pain and 
breathlessness are also compatible with that diagnosis. 
However, this patient had other features, mentioned above, 
which suggested left atrial obstruction without significant 
mitral stenosis, and consequently the possibility of a left 
atrial myxoma arose. It is unfortunate that this possibility 
was not quickly pursued since an angiogram would almost 
certainly have shown a large filling defect in the left 
atrium.*-*.°*1.23.4.36 Surgery might then not only have saved 
the patient’s life, but also have attained a complete cure. 


SUMMARY 


A case of left atrial myxoma is described. In retrospect 
it is realized that the patient showed many typical features 
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of this condition, and the correct diagnosis, which had 
been seriously considered, should have been made. 


The clinical, ECG, and radiological features of cases 


of left atrial myxoma are described and discussed. It is 
appreciated that it may be difficult to differentiate cases 
of left atrial myxoma from those of mitral stenosis, but 
it is suggested that important differences exist particularly 
on the ECG. The differential diagnosis of left atrial 
myxoma is discussed in some detail. 


I am grateful to Dr. R. Gollach for permission to present 


this case to the Transvaal Branch of the Southern African 
Cardiac Society. My thanks are due to Prof. B. J. P. Becker 
for the postmortem findings, and to Prof. G. A. Elliott and 
Dr. B. van Lingen for permission to publish this report. 
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FURTHER ISOLATIONS OF WESSELSBRON VIRUS FROMIMOSQUITOES* 


R. H. Kokernot, D.V.M., M.D., M.P.H.,! K. C. SmitHBURN, B.Sc., M.D.,! H. E. Paterson, B.Sc. Hons. (RAND)? 
and BoTHA DE MEILLON, D.Sc. (RAND), PH.D. (S.A.)° 


Arthropod-borne Virus Research Unit, Johannesburg* 


The purpose of this paper is to report the isolations of 
strains of Wesselsbron virus from wild-caught mosquitoes 
which have not previously been known to be host to this 
virus. These mosquitoes, representing 3 different genera, 
were collected in 1957 in 2 different regions of the Union 
* The studies and observations on which this paper is 
were financed jointly by the South African Institute 

for Medical Research, the Poliomyelitis Research Foundation, 
the South African Council for Scientific and Industrial Re- 
search, and the Rockefeller Foundation, and were conducted 
with the collaboration of the Union Health Department and 


the Veterinary Division of the Department of Agriculture. 


of South Africa. In the Middelburg district of the Cape 
Province mosquito collections were made in the course of 
an intensive investigation undertaken principally to identify 
the vector or vectors of an epizootic occurring in sheep. 
The background leading to these studies and an account of 


. Rockefeller Foundation. 

. Poliomyelitis Research Foundation, South African Institute 
for Medical Research. 

. South African Institute for Medical Research. 

. Arthropod-borne Virus Research Unit, 
Johannesburg. 


P.O. Box 1038. 
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some of the more important results have been previously 
reported.'” 

The Ingwavuma district (Tongaland) of northern Natal 
was the other locality of collection. A station located near 
Ndumu in Tongaland has been the base for periodic ac- 
tivities concerned with the study of arthropod-borne 
viruses since January 1956. The scope of this programme 
has been referred to by Kokernot er al.. The selection of 
this site for a long-term study area was based on the 
results of a virus research expedition made to Tongaland 
from 17 April to 13 May 1955.4 During the course 
of those investigations Wesselsbron virus was isolated 
from a naturally infected human being and from Aedes 
(Neomelaniconion)*} circumluteolus (Theobald).$ 


METHODS AND MATERIALS 


The method of collecting mosquitoes in the eastern Cape 
Province and their subsequent handling until arrival in 
Johannesburg has been previously reported.’ Similarly 
the methods regularly employed for the same purpose at 
the Ndumu field station have been reported.’ In the 
former locality all catches were made with man as bait, 
while in the latter region most of the catches were made 
while mosquitoes were resting on vegetation.’ The tech- 
nique for processing mosquitoes for possible virus isola- 
tion has previously been described." 

Neutralization tests were done according to the method 
described by Smithburn,’ except that serum-virus mix- 
tures were incubated for 1 hour in a water-bath at 37°C 


+ Formerly this subgenus was referred to as Banksinella. 
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before inoculation. In tests with infant mice, litters 0-2 
days old were inoculated either intraperitoneally or jn. 
tracerebrally with 0-03 ml. of the serum-virus mixture. 

The method for preparing haemagglutinin from the 
alkaline aqueous suspension of virus-infected  infant- 
mouse brains and the technique of HA titrations and 
haemagglutination-inhibition (HI) tests were essentially 
the same as those described by Clarke and Casals.® The 
principal modification concerned the preparation of goose 
erythrocytes.’ 

Complement-fixation (CF) tests were done according 
to the method described by Casals et al.,° with the 
exception that CF antigen was obtained from a crude 
alkaline aqueous suspension of titrated brain material. 
As noted above, the haemagglutinin was prepared in the 
same manner. 


We are indebted to Dr. R. A. Alexander, Director of 
Veterinary Services, Onderstepoort, for pre- and post- 
inoculation Wesselsbron-immune sheep sera. 


RESULTS 
Isolation of Virus Strains 


In Table I details are summarized concerning the origin 
from mosquitoes of 18 strains of virus. Included in this 
résumé are the mosquito species from which each virus 
strain was isolated, the number of mosquitoes in each pool, 
the AR (arthropod pool) number, and the place and date 
of the actual field collection. The fate of mice inoculated 
with a suspension prepared from each pool of mosquitoes 
is also summarized in this table in the form of mortality 


TABLE I. RESUME OF ISOLATION OF 18 STRAINS OF VIRUS FROM MOSQUITOES 


Mosquitoes Collection Fate of mice inoculated with 
mosquito suspension 
Date 
processe 
Species AR No. in Place Date aeome Atm 
No pool Mortality| AST  |Mortality 
ratio** ratio** 
Aedes (Ochlerotatus) caballus 734 50 Middelburg, C.P.* 3.4.57 10.4.57 11/12 12-3 1/6 
” ” ” 741 50 ‘i 5.4.57 10.4.57 6/6 11-4 0/6 
742 50 5.4.57 10.4.57 5/6 14-3 0/6 
743 50 5.4.57 10.4.57 6/6 8-2 0/6 
746 50 5.4.57 10.4.57 6/6 7:2 0/6 
750 50 9.4.57 11.4.57 12/12 1/6 
755 50 5.4.57 11.4.57 10/12 9-5 0/6 
” 756 50 5.4.57 11.4.57 12/12 69 0/5 
758 50 5.4.57 10.4.57 7/7 7-4 0/5 
762 50 7.4.57 12.4.57 5/5 8-6 0/6 
763 45 2.4.57 12.4.57 5/6 10-2 0/6 
’ ” 9” 764 44 > 3.4.57 12.4.57 6/6 68 0/6 
” 778 218 25.4.57 26.4.57 12/12 7-2 Not inoc 
Aedes (Neomelaniconion) spp. t 740 19 9.4.57 10.4.57 6/6 73 0/6 
” om 748 48 6 & 7.4.57 11.4.57 12/12 8:8 1/6 
” ; ” ” 773 4 ” 9.4.57 12.4.57 6/6 8:8 0/5 
Mansonia (Mansonioides) uni- 
formis 814 41 Ndumu, Natal 8.5.57 14.5.57 1/6 193 0/6 
Culex (Culex) univittatus 926 106 a 19.11.57 25.11.57 9/12 13-4 Not inoc 


AR=arthropod 


AST=average survival time in days 


* In the Middelburg District of Cape Province mosquitoes were collected on Crowboroughvlei Farm. Conway. 
**Mortality ratio: denominator represents no. of mice inoculated and numerator no. of mice dying. 


t These 


Is contained both Aedes (Neomelaniconion) lineatopennis (Ludlow) and a second species which is closely related 


to or identical with Aedes (Neomelaniconion) albothorax Theobald. 
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another type of agent, previously unknown, referred to 
as Middelburg virus,’ was isolated from Aedes caballus 
and Aedes (Neomelaniconion) spp. In fact, virus was so 
prevalent in the mosquitoes taken during the primary 
phase of the investigations at Crowboroughvlei that 29 
of 30 lots of Aedes caballus and 4 of 4 lots of Aedes 
(Neomelaniconion) spp. yielded either Middelburg or Wes- 
selsbron virus. Each type of virus was recovered from lots 
of both types of mosquitoes. Middelburg virus has a 
shorter incubation period in infant mice than Wesselsbron 
and only the latter adapts to adult mice; hence it was 
early expected that some of the isolates might be mixtures 
of the 2 agents. The recovery of Wesselsbron virus from 
an adult mouse inoculated with Middelburg-infected first- 
passage infant-mouse brain was, indeed, reported in a 
previous paper.' 

About 16 months after the original isolations, passages 
were made from 15 lots of frozen brains of infant mice 
infected with different strains of early-passage Middel- 
burg virus. Middelburg virus was recovered from 9 of 
these, both agents from 1, and Wesselsbron alone from 
3; 2 lots were found to have lost their virulence com- 
pletely. These results not only gave further indication that 
some of the original short-incubation isolates were mix- 
tures, but showed also that Middelburg is the more labile 
of the two under refrigeration at —20°C. 


DISCUSSION 


Since the original description of the isolation of Wessels- 
bron virus by Weiss et al." other studies have established 
the importance of its role as an aetiological agent of 
disease among human beings and domestic animals. Re- 
ports” have been published concerning naturally acquired 
infection in man. In surveys for Wesselsbron-neutralizing 
antibodies in man a high incidence has been detected in 
the sera of residents in northern Natal,” and throughout 
Portuguese East Africa.’ Several epizootics in sheep have 
been reported,"* and Weiss et al." report the finding of 
antibodies in sera from domestic quadrupeds collected at 
Knysna, Cape Province, and also in the Rhodesias. A 
high incidence of neutralizing antibodies has been detected 
in sera collected in Tongaland from cattle, sheep, goats 
and donkeys.” 


The evident widespread distribution of Wesselsbron virus 
might be explained in part by the relatively large number 
of mosquito species found infected in nature. In addition 
to the species incriminated in this report, another has been 
found infected by Smithburn et al.’ Among these species 
are representatives known to have a wide distribution in 
Africa. Wesselsbron virus has already been shown to be 
transmitted by the bite of 2 of these species, namely, Aedes 
circumluteolus“ and Aedes caballus.” 

It is, therefore, not presumptuous to anticipate that 
activity of Wesselsbron virus will be detected in regions 
other than southern Africa. However, this does not imply 
that the mosquito species incriminated in one region will 
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necessarily be the important host of this virus in other 
regions. 

The two most important potential vectors (Aedes caballus 
and Aedes circumluteolus) are both pool breeders and could 
probably be controlled by the same techniques. Eradica- 
tion of a mosquito has so far proved well-nigh impossible 
except under highly specialized conditions. To get good 
control, however, eradication is not always essential. Mere 
reduction in numbers and in the length of life of vectors 
is proving effective in other vector-borne diseases. 

Had only adult mice been inoculated with mosquito 
suspensions in the primary isolation attempts few, if any, 
of the strains of this virus would have been detected. 
This relative absence of pathogenicity for adult mice was 
one of the determining reasons for discontinuing their 
use in this laboratory for primary isolation. Since this 
observation, the routine has been to inoculate 2 litters of 
newborn mice intracerebrally with all specimens that are 
processed for attempted virus isolation. 


SUMMARY 


1. Strains of Wesselsbron virus were isolated from 
wild-caught Aedes caballus, Aedes (Neomelaniconion) spp., 
Mansonia uniformis and Culex univittatus mosquitoes 
collected in northern Natal and the eastern Cape Province, 
Union of South Africa. 


2. Multiple strains of the virus were isolated from 
mosquitoes collected during an epizootic in sheep in the 
Middelburg district of the Cape Province. 

3. Reports are cited which indicate that Wesselsbron 
virus is an important pathogen for man and domestic 
animals, with widespread distribution in southern Africa, 
and a few observations are discussed which suggest that 
the agent is probably important in other regions. 
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REPORT ON THE ANNUAL GENERAL MEETING OF THE BRITISH MEDICAL ASSOCIATION 
HELD AT TORQUAY ON 20-25 JUNE 1960 


P. F. H. WAGNER, President, Medical Association of South Africa, 1960 


On 19 June we arrived in Torquay to attend the Annual 
General Meeting of the British Medical Association. We 
stayed at the Victoria Hotel, where accommodation was 
arranged by the British Medical Association for most of the 
Overseas Delegates. 

On Monday 20 June we: registered and, after attending the 
opening of the Trades Exhibition and of the Scientific Exhibi- 
tion, witnessed the arrival of the President of the BMA, H.R.H. 
Prince Philip, Duke of Edinburgh. We then proceeded to 
the Palace Hotel where 606 doctors and their wives sat down to 
a most memorable luncheon presided over by H.R.H. Prince 
Philip. 

The after-luncheon speeches were of a high order, but they 
were all completely overshadowed by the address of H.R.H 
Prince Philip. He is a very good speaker and he has an 
excellent delivery and a delightful sense of humour. 

After luncheon we all proceeded to the Hugh Hall for the 
Adjourned Annual General Meeting of the BMA. Sir Arthur 
Porritt was installed as President by the Duke of Edinburgh, 
and he then delivered his presidential address on ‘Current 
medicine in Great Britain’. Since this extremely well-received 
address was published in full in the British Medical Journal, 
I need not expand further on it, 


After the President had delivered his address, the overseas 
representatives were introduced to H.R.H. Prince Philip, who 
had something to say to each one of us. He was particularly 
interested in my Presidential insignia and congratulated us 
on the beautiful design of the jewel. 

On Tuesday 21 June, the Scientific Meeting commenced. 
There was such an attractive programme that it was difficult 
to decide which lectures to attend. Those I could attend were 
of a very high standard. 


I attended the Meeting of the Overseas Representatives at 
the Imperial Hotel on 21 June. The main topic was whether 
Australia should form her own Association and become 
affiliated to the BMA. I was able to tell them how well our 
Association functioned as an independent association and that 
the affiliation with the BMA worked well and was always on 
friendly lines. I further suggested that, to strengthen the bonds 
between us all, a ‘Commonwealth Association’ should be 
formed, and that a yearly meeting should be arranged to which 
each member nation should send a delegate. 

This suggestion found much favour at the meeting and the 
Executive Committee of the BMA was requested to go into 
the matter fully and report back. The President of the BMA, 
Sir Arthur Porritt, strongly supported my proposal. 

The Presidential Reception and Garden Party was held at 
the old Tor Abbey Hall and gardens on 21 June. It was a 
beautiful evening and it proved a wonderful sight to see all 
our colleagues in their academic dress moving about in the 
magnificent gardens. 

On Wednesday we attended a reception and cocktail party 
in Oldway Hall. This was previously the private home of 
Singer, of sewing machine fame. What wealth he must have 
possessed is amply illustrated by the beauty of the mansion. 
From this party we went to the City Hall to attend the 
Mayoral reception and dance. 

On Thursday we went on an excursion to Dartmouth and 
attended the Congress Ball at the Imperial Hotel that night, 
and on Friday we left for London, We decided to take the 
coastal road through Devon to enjoy the beauty of the English 
countryside. 

I cannot conclude without expressing my sincere appreciation 
to all the British people who contributed to making our visit 
to England a most memorable occasion. 


THIRTEENTH ANNUAL MEETING OF THE WORLD FEDERATION FOR MENTAL HEALTH* 


H. Moross, Member of the Executive Board of the World Federation for Mental Health 


The World Federation for Mental Health has designated 1960 
as World Mental Health Year. The mid-20th century might 
conceivably be described by historians of the future as the era 
of World Years — Geophysics, Refugees, and now World 
Mental Health Year. It is to be hoped that neither repetition 
nor boredom will blind the public to the importance of this 
new effort. 

Man can survive only as one of a community, and the 
health and welfare of a community depend in the end upon 
the maturity and stability of the individual. A fuller under- 
standing of the behaviour, aims and needs of individuals in 
health and in disease may make a substantial contribution to 
the better understanding of groups and nations. 

The theme of the Thirteenth Annual Meeting of the World 
Federation for Mental Health, just ended in Edinburgh, was 
‘Action for mental health’. 

A twofold campaign is planned for WMHY; firstly, to 
tackle the number of central international problems on a 
world-wide scale and, secondly, to encourage individual nations 
to investigate problems of importance to their own countries 
with international advice and cooperation, if this is required. 

World Mental Health Year 1960 is seen as a planning and 
launching period for a long-range programme of international 
cooperation and sharing in the field of mental health and 
human relations; and more specifically for the exchange of 
data, techniques, plans, and ideas with the aim of prevention 
and treatment of mental illness and for the rehabilitation of 
the mentaliy ill. 

It is hoped to create programmes for the promotion of 
Positive mental health and better human relations within the 


“Held in Edinburgh, Scotland, on 8-13 August 1960, in the: McEwan 
» University of Edinburgh. 


family, the social group and among peoples of the world, 
and thus cooperatively to strengthen the sinews of peace. 

Six main international projects are being undertaken. The 
problems of children have pride of place, since no other area 
of activity is so likely to benefit the adults of the next and 
succeeding generations. The work will involve study of the 
effects of changing world conditions on the family circle, and 
will include work on education and on problems of juvenile 
delinquency. 

Secondly, research will be started to assess the attitudes of 
different nations to mental health and to compare the difficul- 
ties which may be found in different cultures, in public 
sympathy towards the mentally ill, and in methods of 
diagnosis and treatment. 

Thirdly, it is hoped to increase interest in problems of 
mental health by extending education in mental health not 
only ameng doctors and nurses, but also among teachers, 
social workers, community leaders, and the public generally. 

Industrial problems form the fourth project which embraces 
such subjects as the best methods of employing aging workers, 
of avoiding boredom, and of selecting workers of a personality 
suited to their task. Countries undergoing industrialization will 
be helped to avoid known mistakes by advice from countries 
of greater industrial experience. 

Fifthly, it is hoped to study the psychological problems of 
refugees and of immigrants both to new communities and 
towns, and to new countries. Finally, the mental health pro- 
blems of older people will be studied. 

Each of the 6 projects selected for World Mental Health 
Year is broad enough to include a variety of activities of 
particular interests in one country or another. Each requires 
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a multi-professional approach, as well as the cooperation of 
governmental and non-governmental agencies. 

The general programme of World Mental Health Year has 
elicited much moral support from many quarters. Approval 
has been expressed in the Senate and Congress of the United 
States, and in the British House of Commons; also by WHO, 
by UNESCO, and in regional-governmental bodies like the 
Commission for Technical Cooperation in Africa, South of the 
Sahara, (CCTA). The latter has demonstrated its genuine 
interest, not only in that it helped to achieve the first con- 
ference on mental health in Central Africa, but also by 
running, up to this date, 3 separate expert meetings dealing 
— specific mental health problems specially concerned with 

rica. 

The Edinburgh meeting impressed me by the record presence 
of some 600 participants from over 40 countries and 
by the reports of the astonishing surge of activity apparent in 
these countries in which over 300 WMHY projects are under 
way. 

The projects in the Union of South Africa include the pre- 
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paration by the South African National Council for Mental 
oa of a Blue Print for Mental Health Services in South 
Africa. 

WMHY will, we hope, enable workers in the field of mental 
health, and men of goodwill everywhere, to establish clearly 
the soundness and universal nature of the principles on which 
a new science is being built— the science of mental health, 

Better mental health for the world is not, of course, the 
only thing that is needed. There are many other claims of 
equal importance, e.g. the eradication and _ reduction of 
physical disease, the provision of pure water for the world’s 
population, the provision of food, etc. 

The World Federation for Mental Health does not feel that 
it has some outstanding claim which will override any of 
these, or indeed, of other great causes of the present day. 

We must, however, remember that mental health issues arise 
in connection with every one of these problems, and we there- 
fore are right to continue to press on in our search for support 
for this particular part of the effort to improve the quality of 
living. 


TRAINING PROGRAMME IN THE PHYSIOLOGY OF REPRODUCTION: PRELIMINARY 
ANNOUNCEMENT 


In recognition of the world-wide need for scientific training 
in reproductive physiology, the Worcester Foundation for 
Experimental Biology, Massachusetts, USA, plans to initiate 
on 1 January 1961, a postdoctoral programme in this field 
under a grant from the Population Council. 

Fellowships for the programme will be awarded to candidates 
possessing a Ph.D., M.D., or equivalent degrees. These fellow- 
ships will carry a stipend of $5,500 per annum and will be for 
a 12-month period. An allotment will also be made for round- 
trip travel to Shrewsbury, Massachusetts. Application blanks 
may be secured from the Research Director of the Worcester 
Foundation for Experimental Biology, and should be returned 
at an early date. They will be scrutinized by a selection com- 
mittee of experts, and the fellowship awards for the first year 
will be announced late in 1960. Applicants for participation in 


the programme in 1962 and later years may communicate 


with the Director at any time, but their applications will not 
be acted upon in 1960. 


The programme will consist of a course of lectures and 
laboratory work. During the latter part of the year each 
fellow will have the opportunity to participate in a research 
project pertinent to his interests and within the capacity of the 
programme. 


The lecture series will be given by the Programme Director, 
various members of the staff of the Worcester Foundation, 
and guest experts. The lectures and accompanying laboratory 
work will cover various phases of reproductive processes, 
particularly in mammals. Subjects to be treated will involve 
a review of reproductive processes in the male, including 
consideration of spermatogenesis, hormonogenesis, the control 
of testis function, and the functional endocrinology of testis 
hormones. Extensive attention will be given to oogenesis, 
ovulation, and fertilization in the female, factors affecting the 
entire course of pregnancy and embryonic development, as 
well as the postnatal physiology of the female. Additional 
topics will include the réle of extra-reproductive tract organs 
in reproductive processes, genetic and nutritive factors in 
reproduction, and the control of fertility and sterility. 

Laboratory exercises will include the study of characteristic 
reproductive phenomena in various species, analytic procedures 
employed in determining the chemistry of reproductive organs, 
the biochemistry of spermatozoa and ova, and hormone 
analyses pertinent to gonad function, to sex cycles, to gestation 
and lactation. 

Further information may be obtained from the Worcester 
Foundation for Experimental Biology, 222 Maple Avenue, 
Shrewsbury, Massachusetts, USA. 


COLLEGE OF PHYSICIANS, SURGEONS AND GYNAECOLOGISTS OF SOUTH AFRICA : KOL- 
LEGE VAN INTERNISTE, CHIRURGE EN GINEKOLOE VAN SUID-AFRIKA 


INSTRUCTIONAL COURSE IN ORTHOPAEDIC SURGERY 


On Wednesday 12 October an instructional course in ortho- 
paedic surgery will be held at the Karl Bremer Hospital, 
Bellville, Cape, and the Medical School of the University of 


Cape Town, Observatory, Cape. 


PROGRAMME 
Lecture Theatre, Karl Bremer Hospital 
9.00-9.20 a.m, Angle osteotomies of the femur: Mr. 
J. C. Steytler. 
9.20-9.40 am. Grice sub-talar extra-articular arthro- 
desis: Mr. G. Dall. 
9.40-—10.00 a.m. Recurrent dislocation of the patella: 
Mr. A. W. B. Heywood. 


10.00 — 10.20 a.m. 
the hip: Mr. B. S. Jones. 
10.20— 10.40 a.m. Question forum on preceding papers. 
10.40—11.00 a.m. Tea. 
11.00— 1.00 p.m. 


Pulvertaft. 


Paralytic dislocation and subluxation of 


Operative flexor tendon graft — demon- 
stration (theatre block): Mr. R. G. 


1.00-—2.00 p.m. Lunch and registration. 

2.00-2.30 p.m. Arterial suture technique: Mr. C. N. 
Barnard. 

2.30-3.00 p.m. Various improved methods of treatment 
and splintage for the injured patient: 
Mr. P. Michau. : 

3.00-3.20 p.m. Film on method of stretching tendo 
Achillis with plaster of Paris: Mr. 
J. J. Commerell. 

3.20-3.30 p.m. Demonstration of a new method of 
strapping club feet (Lady Michaelis 
Home technique). 

3.30-—4.00 p.m. Tea. 

4.00- 4.45 p.m. Modern trends in metabolic bone diseas¢: 


Dr. W. P. U. Jackson. 


Physiology Lecture Theatre, Medical School, Observatory 
Cripple Care Lecture for 1960 ‘Advances 

in hand surgery’ by Mr. R. G. Pulver 
taft of Derby, England. 


8.15 p.m. 
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PASSING EVENTS : IN DIE VERBYGAAN 


Dr. C. G. Anderson, of the South African Institute for Medical 
Research, Johannesburg, has been invited by the Division of 
Science Education of Syracuse University (with funds made 
available by the National Science Foundation of the USA) 
to spend from the middle of October until the end of 
December in the USA as a visiting lecturer at 10 universities. 
Dr. Anderson will lecture to pestgraduate students and senior 
science teachers on cell metabolism, bacteriophage. nucleic 
acid and protein synthesis, abnormal haemoglobins, and 
immunity to bacterial infection. On his return journey Dr. 
Anderson will visit various laboratories in the UK. 


* * 


Southern African Cardiac Society. This Society will hold a 
Cardiac Congress at Medical School, University of Cape Town, 
Observatory, Cape, from Wednesday 19 October at 2 p.m. 
until Saturday 22 October at 12 noon. The Saturday morning 
session will be held at the Karl Bremer Hospital, Bellville, 
Cape. Members of the Society who have not yet signified 
their intention of attending this Congress are urged to do so 
immediately to: Dr. M. Nellen, 903 Medical Centre, Heeren- 
gracht, Cape Town. 


* * * 


University of Natal, Medical Graduates Association. On 19 
October at 8 p.m, at the Medical School, Umbilo Road, 
Durban, this Association will hold a symposium on 
‘Euthanasia’. Dr. J. A. Macfadyen will be the Chairman of the 
symposium and the religious, medical, scientific, and legal 
aspects will be dealt with by Archdeacon Wade, Mr. M. Stein, 
Dr. S. H. Ripley, and the Hon. Mr. Justice D. G. Fannin 
respectively. Mr. D. S. Chapman will open the discussion. 


* * * 


Dr. A. G. Oettlé, head of the Cancer Unit of the National 
Cancer Association at the South African Institute for Medical 
Research, Johannesburg, has been invited to read a paper on 
‘Carcinoma of the cervix uteri in South Africa’ at a symposium 
on geographic pathology in Tokyo in October 1960. Dr. Oettlé 
left for overseas early in October and, upon his return 
journey, will visit several research centres in the Far East, 
where interesting work on the demography of cancer is being 
carried out. 


* * * 


Dr. J. H. S. Gear, Director of the South African Institute 
for Medical Research, Johannesburg, has been invited, as a 
World Health Organization Consultant, to advise on the 
initiation and organization of a diagnostic and research virus 
unit for East Africa. Dr. Gear will spend a few weeks in 
East Africa on this project in October 1960. 


* * * 


Prof. J. F. Murray, Deputy Director of the South African 
Institute for Medical Research, Johannesburg, and a member 
of the Executive Committee of the National Cancer Association 
of South Africa, will leave for overseas shortly where he will 
attend an Executive Committee meeting of the International 
Union Against Cancer. Prior to the UICC meeting Professor 
Murray, under the aegis of the NCA, will participate in a 
symposium on demographic aspects of cancer. 


* * * 


South African Society of Anaesthetists (M.A.S.A.), Cape 
Western Sub-Group, and the South African Paediatric Associa- 
tion (M.A.S.A.), Cape Town Sub-Group. These two Sub-Groups 
of the Association are holding a joint meeting on Tuesday 18 
October at 8.15 p.m. in the large lecture theatre, Karl Bremer 
Hospital, Bellville, Cape. The subject to be discussed at the 
Meeting is ‘Resuscitation of the newborn’. All practitioners 
who are interested are invited to attend this meeting. 
Suid-Afrikaanse Vereniging van Narkotiseurs (M.V.S.A.), 
Wes-Kaaplandse Sub-Groep, en die Suid-Afrikaanse Pediatriese 
Vereniging (M.V.S.A.), Kaapstadse Sub-Groep. Hierdie twee 
Sub-Groepe van die Vereniging hou ’n gesamentlike vergade- 


ring op 18 Oktober om 8.15 nm. in die groot lesingsaal, Karl 
Bremer-hospitaal, Bellville, Kp. Die onderwerp wat bespreek 
sal word, is ,Opwekking van die pasgeborene’. Alle belang- 
stellende praktisyns word uitgenooi om die vergadering by 
te woon. 


* * * 


The Society for Clinical and Experimental Hypnosis, Northern 
Section, are presenting a film on hypnosis in room A2, John 
Moffat Building, University of the Witwatersrand, Johannes- 
burg, at 8 p.m. on Wednesday 19 October. All medical practi- 
tioners are invited to attend. 


* * * 


Dr. H. H. Malherbe, of the Poliomyelitis Research Foundation 
and the South African Institute for Medical Research, Johan- 
nesburg, has left South Africa to visit various laboratories in 
the United States and Great Britain where he will discuss 
enteric virus research and the safety testing of poliomyelitis 
vaccine. Dr. Malherbe will return to South Africa about the 
middle of December. 


* * * 


Southern Transvaal Branch (M.A.S.A.). The monthly General 
Meeting of this Branch will be held on Tuesday 18 October 
at 8.15 p.m. at Medical House, 5 Esselen Street, Hillbrow, 
Johannesburg. Dr. H. S. Gear, Director of the Pneumoconiosis 
Research Unit, will speak on ‘International medicine and our 
profession’. 


* * * 


University of Cape Town and Association of Surgeons of 
South Africa (M.A.S.A.), Joint Lectures. The next lecture in 
this series will be held on Wednesday 12 October at 5.30 p.m. 
in the E-floor Lecture Theatre, Groote Schuur Hospital, 
Observatory, Cape. Dr. S. J. Saunders will speak on ‘Portal 
hypertension’. All members of the Medical Association are 
welcome to attend this lecture. 


* * * 


South African Institute for Medical Research, Johannesburg, 
Staff Scientific Meeting. The next meeting will be held on 
Monday 17 October at 5.10 p.m. in the Institute Lecture 
Theatre. Dr. P. Peacock, Medical Officer of Health of Ger- 
miston and lecturer in public health at the University of the 
Witwatersrand, will speak on “The epidemiology of haemolytic 
streptococcal infections’. 


* * 


Edenvale Hospital, Johannesburg. The next clinical meeting 
will be held on Wednesday 19 October at 8.15 p.m. Dr. T. C. 
Meyer will speak on ‘An approach to congenital heart disease’ 
and Mr. I. Norwich will speak on ‘Arteriovenous fistula’, and 
present cases. All who are interested are invited to attend 
this meeting. 


* * * 


Symposium on Parenteral Fluid Therapy. A symposium on 
parenteral fluid therapy has been arranged by Medical Pro- 
ceedings. This will be held in Johannesburg on 28 and 29 
October 1960 in the Lecture Theatre, 2nd floor, South African 
Blood Transfusion Service, cor. Klein and Esselen Streets, 
Hillbrow, Johannesburg. 

The symposium will include sessions on surgery, neuro- 
surgery, paediatrics and artificial dialysis. The hours of the 
symposium are from 10 a.m. to 5 p.m. 

Interested medical practitioners are invited to attend. They 
should intimate their decision to attend the symposium as 
early as possible to: Dr. H. A. Shapiro, Editor, Medical Pro- 
ceedings, P.O. Box 1010, Johannesburg. 


* * * 


Dr. Ben Epstein returned to Pretoria on 29 September from 
a visit to the USA and Great Britain, 
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THE BENEVOLENT FUND 


The following donations during August 1960 are gratefully 
acknowledged : 

Met dank word die volgende skenkings gedurende die maand 
Augustus 1960 erken: 


Votive Cards in Memory of : Geloftekaarte ter Nagedagtenis aan: 


Dr. G. D. Shaw by Dr. C. F. Krige; Dr. A. J. Faure by 
Dr. Henry Baigel; Mr. A. E. Laubscher by medical staff, 
Boksburg-Benoni Hospital; Louis, seun van dr. en mevr. L. C. 
Trichardt deur drs. R. S. Verster, N. Cullinan, V. W. Eybers, 
G. Hattingh, G. Lapinsky, A. Neser, S. Nolte, I. Pepper, J. S. 
Theron, K. Theron, C. V. van der Merwe, J. W. van der 
Riet, F. van Schouwenburg, J. S. Visser, A. Vorster, S. Wicks 
en J. D. Meyer; Dr. G. W. Brammer by Drs. S. S. Per, 
Goldblatt and Bernard, J. L. Moller and M. H. G. Kolbe, 
Warren and Zeiss, Jankowitz, Blake and Wandenburg. Meyer, 
Parker and Smith, D. E. Mackenzie, Shapiro and Mizrachy, 
J. J. van Niekerk, Gelfand, Levin and Wainer; Dr. D. H. R. 
Vollet by Dr. K. H. Dyke. 


Total Received from Votive Cards: 


Totaal Ontvang van Geloftekaarte: £49 Ils. 6d. 


Services Rendered to : Dienste Gelewe aan: 
Dr. E. Dyke by Dr. F. P. Reid. 
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: DIE LIEFDADIGHEIDSFONDS 


Mrs. K. H. Field by Drs. P. C. W. Madden and C. S. Jones. 
Father of Dr. L. W. Stassen by Mr. David Davies, Jnr. 
— Beck by Drs. L. Lane, B. Francis and Hooper and 

eere. 

Wife of Dr. W. B. Johnston by Dr. H. Klevansky. 
P Dr. I. Robertson by Drs. P. Massey, N. Wells and L. van 
er Spuy 

Wite of Dr. J. S. de Wet by Dr. & Mrs. L. E. Krige. 


Total Received from Services Rendered: 
Totaal Ontvang vir Dienste Gelewer: £46 Os. Od. 


Donations : Skenkings: 
Drs. T. Pearlman, K. H. Dyke, L. M. iesasnieg and £ sd. 
P. de V. Charlton-Perkins 
Kempton Park — Medical Division 10 10 0 
Dr. W. M. McFarlan 2 ee 
Dr. J. G. Berry 228 
Drs. Harries, Kuschke and Hofmeyr 
Dr. A. Schiller 330 
Cape Western Branch (M.AS.A.) collection box 319 7 
Total Donations : Totaal Skenkings £24 19 7 


| 


Grand Total : Groot Totaal £120 Ils. Id. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


NIVAQUAINE 


Maybaker (S.A.) (Pty.) Ltd. announce the availability of 200 
mg. tablets of Nivaquine brand chloroquine sulphate in con- 
tainers of 100 tablets, in addition to containers of 10 and 500 
tablets. Each tablet contains the equivalent of 150 mg. chloro- 
quine base. 


BOOK REVIEWS : 


PAEDIATRIC PATHOLOGY 


Pediatric Pathology. By Daniel Stowens, M.D. Pp. xiii + 676. 
374 figures. 160s. $20-00. London: Bailliére, Tindall and 
Cox Ltd. Baltimore: The Williams and Wilkins Co. 1959. 


How correctly in the preface does Dr. Stowens stress ‘the lack 
of any other such work in the field’! That ‘pediatric material 
comprises only a small part of the general pathologist’s material’ 
and that ‘the pathology of children’s diseases is a valid sub-specia- 
lity of pathology in general’ are very true and pertinent observa- 
tions. 

The author aimed at a specialized text for pathologists with 
some background knowledge, but has included some clinical 
data. Here lies the rub—the subject material covers an extremely 
wide range, even the rarer disease entities of childhood being 
referred to, but in most instances the discussion is too brief to 
be of benefit to any but those already to a certain degree versed 
in the intricacies of child pathology. The value to the clinician 
is thus limited, but to the pathologist of a children’s hospital it 
would serve as a very adequate reference volume. 

The numerous photomicrographs are excellent and the format, 
with a wide selection of references from the relevant literature 
included at the end of each chapter, to a very large degree offsets 
the deficiency referred to. This volume has the virtue of being 
the only comprehensive work in the field and, written as it is 
for the specialist, warrants a place in the library of every patho- 
logist who deals extensively with the diseases of children. 


D.McK. 


ROVAMYCIN 


Maybaker (S.A.) (Pty.) Ltd. announce that when their present 
stocks of Rovamycin tablets are exhausted they will be replaced 
by Rovamycin capsules in the same strength and container 
sizes, i.e. 20250 mg. spiramycin and 100X250 mg. spira- 
mycin. 

Details about Rovamycin may be obtained from the Medical 
a, Maybaker (S.A.) (Pty.) Ltd., P.O. Box 1130, Port 

izabeth. 


BOEKBESPREKINGS 


PHENOLIC HYDRAZIDES AS A TEST FOR OXOSTEROIDS 


Oxosteroids: The Use of Phenolic Hydrazides for Detection, 
Characterization and Estimation. By Bernard Camber, M.D. 
Pp. viii + 79. Figures and tables. 12s.%6d. net. London: HK. 
Lewis & Co. Ltd. 1960. 


This book is based on a thesis by the author for the degree of 
Doctor of Medicine accepted by the University of Glasgow. 
It is an account of the uses of the new acid hydrazide reagents 
as applied to oxosteroids. These reagents couple with the carbonyl 
groups of the oxosteroids, forming hydrazones with properties 
(fluorescence, absorption spectra, etc.) which depend on the 
nature of the steroid. 

The most important of these reagents is salicyloyl hydrazide. 
This may be used to differentiate between 7 groups of steroids 
of which the hydrazones have distinct fluorescence characteristics. 
This property gives it a potential usefulness in steroid research. 
p-Aminodiethylaniline was found to couple with salicyloy! hydra- 
zones to form an insoluble dye with an intense blue-green colour. 
It may therefore prove useful as a general test for oxosteroids 
or as a location reagent in chromatography or histochemistry. 
The same reagent was found to have an important application 
in the colorimetric characterization and estimation of phenols. 

The book contains brief reviews of present methods of de- 
termining oxosteroids and phenols but the subject matter, although 
presented lucidly and systematically, is unlikely to interest any 
other than the research biochemist specializing in this field. 


A.J.D. 
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THE LIFE OF THE DIABETIC PATIENT 


The Diabetic Life—Its Control by Diet and Insulin and Oral 
Treatment by Sulphonyl-ureas. 16th edition. By R. D. Law- 
rence, M.A., M.D R.C.P. (Lond.). Pp. x + 230. 19 illus- 
trations. 15s. net. London: J. & A. Churchill Ltd. 1960. 


The value of this book can be gauged from the fact that this is 

now the 16th edition (the Ist came out in 1925) and that it has 
been translated into 4 European languages. It is well known 
that the book is intended for the information of both the medical 
practitioner and the intelligent patient (or patient’s family). It 
is essentially practical, and answers just about all the questions 
which the diabetic may ask. There are, for example, sections on 
motor driving, holidays, care of the feet, and marriage. 

The need for such a book is underlined by the small pamphlet 
on diabetic research issued by the Britisl Diabetic Association 
which accompanies it. In the United Kingdom it is estimated 
that there are half a million diabetics; that is an incidence of about 
1% in the total population (apart from a probable equal number 
of ‘unknown’ cases). We have no reason to doubt that there is 
at least a similar incidence in South Africa among all racial groups 
except the Bantu. 

The new edition includes a full and reasoned account of the 
sulphonylureas in treatment, from the practical angle. There 
seems little doubt that these ‘tablets’ are here to stay. 

Nevertheless to your reviewer's mind there are some serious 
omissions and some recommendations which seem to him very 
questionable in the light of modern knowledge. The proneness of 
diabetics to urinary infection is not stressed, and catheters, even 
indwelling catheters, are recommended in unnecessary situations. 


S.A. TYDSKRIF VIR GENEESKUNDE 
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The recommended intake of fat in the diet still yields over 40°% 
of the total calories, and the minimum reducing diet mentioned 
is still as high as 1,000 calories. The very important advent of 
the specific glucose-recording paper tests are briefly dismissed 
and their value is not considered. Finally it seems a shame that 
the important modern concepts of early diabetes and prediabetes 
are not even mentioned, and that the diabetes detection drives 
and population surveys are not considered. The author’s ad- 
herence to two doses of soluble insulin daily in severe cases would 
not find favour in many places, but it is not for me to 7 that this 
P.U.J. 


is wrong. 
RADIO-ISOTOPES 


Diagnostic Radioisotopes. By C. A. Owen, Jr., M.D., Ph.D. 
(Med.). Pp. xviii + 425. 71 figures. £6 6s. Od. Oxford: Black- 
well Scientific Publications Ltd. 1959. 


Here at last is a book on the uses of radio-isotopes in diagnosis 
written by a clinician for clinicians. Only the simplest physics 
is included and that briefly. The first 300 pages give a clear and 
easily assimilable précis of the subject. For those who wish to 
study it further, a very comprehensive bibliography is included 
at the end of each chapter. The 70 pages at the end are merely 
useful tables. 

No book on this rapidly growing science can ever be really 
up to date, but the author is as nearly so as possible. 

The book can be recommended to students of physiology, 
and to radiotherapists even though no therapy is included, and 
it should be used by specialist physicians. 

The price is 6 guineas but this should not deter prospective 
purchasers. R.D.T. 


CORRESPONDENCE : BRIEWERUBRIEK 


BOOKLET FOR MAINTENANCE OF PERSONAL 
HEALTH RECORDS 


To the Editor: Your Editorial comments’ and the 2 letters** 
appearing in the issue of the Journal for 3 September 
interested me greatly. For many years, as Medical Officer of 
Health and as a member of the Executive Committee of the 
Medical Officers of Health (State Medicine) Group of the 
Medical Association of South Africa, I have tried, inter alia, 
to introduce some method of identification of that group of 
persons who are sensitive to drugs, as mentioned in your 
Editorial. This aspect, however, was but a part of a more 
comprehensive contemplated health record. 

I raised the matter at the Group meeting of Medical Officers 
of Health at the recent Medical Congress in East London, and 
circulated copies of a booklet which was specially prepared for 
the maintenance of personal health records, and which aims 
to be a suitable medium for propagating health education. The 
meeting commented favourably, and accepted the principle of 
such a document. At the most recent meeting of the Executive 
Committee, which endorsed the principle of a means of identi- 
fication, I was asked to prepare a memorandum, which, after 
discussion by members of the group, would be forwarded to 
Federal Council. 

The proposed method of preparing a special booklet which 
could serve as a record of the relevant vital information and 
which should be carried by every citizen, provides one method 
of identification of people who are sensitive to various drugs 
or who suffer from a variety of illnesses which may render 
them unconscious in circumstances where a medical history 
is not available. This method is put forward as a basis for 
discussion in the hope that professional and public support 
for it will lead to its progressive elaboration, improvement, 
and extension. 


H. Bloo 
Town Council Medical Office er —- Health 
P.O. Box 15 
Brakpan 


21 September 1960 


| Editorial (1960): S. Afr. Med. J.. 34, 753 
2 Correspondence (1960): Ibid., Py 766. 
} Idem (1960): Ibid., 34, 766. 


POLIOMYELITIS BOOSTER DOSES 


To the Editor: 1 must draw your attention to certain incorrect 
statements made in the issue of the South African Medical 
Journal for 17 September.* 

Under the heading ‘Questions Answered’ your correspondent 
makes the statements: “The immunity produced by the use of 
Salk vaccine is of the passive variety ...’, and also’. . . live- 
attenuated virus vaccine in spaced doses can be used in sub- 
Stitution for the booster dose of Salk vaccine, thereby con- 
verting a passive into an active immunity’. 

As both of these statements are entirely inaccurate I feel 
that you should publish a correction to appease Dr. Jonas 
Salk. His indignation and anger would be fully justified. 

The Salk vaccine induces a very excellent active immunity. 


M.D. 
22 September 1960 


1. Questions Answered (1960): S. Afr. Med. J., 34, 817. 


PAYMENT FROM INSURANCE COMPANIES 


To the Editor: Last month I sent a circular, to all my patients 
who are members of SANSOM and the South African Mutual 
Medical Aid Society. The circular reads as follows: 

‘Please note that henceforth I am no longer accepting cheques 
from medically unauthorized insurance schemes like SANSOM 
and the South African Mutual Medical Aid Society. Among 
many irritations, including arbitrary and unwarranted deduc- 
tions of fees, they also multiply my book work immeasurably. 
Every month I have to keep a tab on scores of partially paid 
accounts, and this is simply too much of a nuisance for me; 
I am not prepared to be bothered with it any longer. I 
expect to be paid direct. It will be the duty of the subscriber 
to collect afterwards from the companies concerned’. 

S. Levin 
67 Jenner Chambers 
Jeppe Street 
Johannesburg 
26 September 1960 
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THE MEDICAL AID SOCIETY SYSTEM 


To the Editor: Drs. C. A. H. Green’ and A. L. Agranat* in 
their replies to my letter* published in the Journal of 6 August, 
have disclosed the serious weakness that exists in the 
negotiating machinery of our Association. 

Dr. Green admits that the embryo medical aid societies 
would have refused the whole scheme, if they had failed to 
obtain the obnoxious Item 2 of the Preamble, which gives 
them the ultimate decision in any germane dispute. Dr. 
Agranat shows clearly in his description of the negotiations 
for an income ceiling, that opposition from the societies was 
met with feeble acquiescence, and resulted in an unfair imposi- 
tion of the limit on new societies only. If it was fair for these 
latter, it was fair for all. The Association should never have 
been associated with such a dubious decision. 

Events are moving fast, and my original letter if written 
today would have been differently orientated. We must now 
deal, not with single items in our medical aid system but 
with the general effect of the system, as it exists at present, on 
medical practice in the Union. 

The Association has allowed an entrepreneur to establish 
himself between doctor and patient, buying cheap medical 
care, and selling it to his clients. Such an agency need not 
necessarily be a wrong thing, and I agree that the medical aid 
system goes far to solve an age-old problem. But surely it is 
vitally essential that our Association controls this stranger 
within our gates. He does not understand our ways. He does 
not understand our tradition. His medical yardstick is the 
balance sheet, not the welfare of the patient. 

It is essential therefore that we must be in a position to 
stipulate our case when occasion demands it. At present we 
are not in such a position, and we are in danger of selling 
the heritage left to us by our forebears for a mess of tariff. 


N. R. Pooler 
1201 Provident Assurance House 
Cor. Smith and Field Streets 
Durban 


26 September 1960 


1. Correspondence (1960): S. Afr. Med. J., 34, 744 (27 August). 
2. Idem (1960): Ibid., 34, 766 (3 September). 
3. Idem (1960): Ibid., 34, 680. 


ABOLITION OF THE TARIFF OF FEES 


To the Editor: 1 refer to the letter by Observer re the abolition 
of the Tariff of Fees for Approved Medical Aid Societies 
published in the Journal of 24 September 1960.* 

I am impressed by this author’s sensible approach to what 
has become a major problem and serious threat to the whole 
medical profession in South Africa. Having been a member of 
Federal Council for 9 years and of the Council of the 
Southern Transvaal Branch for 12 years I have observed with 
increasing distress the deterioration in the position of the 
doctor vis-d-vis his patient and the status of the profession as 
a whole in regard to medical aid societies and insurance com- 
panies insuring for medical aid. This position has deteriorated 
to such a degree that the medical profession has lost all 
honour and respect in its dealing with the public, and appears 
to be governed by purely financial considerations rather than 
by high ethical principles. 

Despite constant protestations by various members of the 
Southern Transvaal Branch, the Federal Council of the 
Association has seen fit to disregard this large body of members 
and to proceed with its negotiations with insurance companies 
and medical aid societies, in my opinion to the detriment of 
both patient and doctor. 

With the advent of an investigation by the government into 
the high costs of medical practice it must become apparent 
to the whole profession, as it has been to Observer, that the 
government may have to take action in order to curb the 
activities of both the Association and the various bodies 
insuring against medical aid. If the new Federal Council at this 
stage does not apply the brake completely and change its 
policy in regard to insurance against illness then the medical 
profession in this country is doomed 

There is only one solution to the problem, and that is a 
return to the doctor/patient relationship where in all matters, 
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be they medical, ethical, financial or otherwise, no third party 
should intervene between the doctor and his patient, In order 
to achieve this the medical aid society tariff must be abolished. 
The doctor will charge fees in accordance with his assessment 
of the patient’s ability to pay, and it is a well-established fact 
that the medical profession is extremely generous in this 
regard, even to the extent of working for no gain whatever 
in many instances. 

If the patient wishes to insure himself against illness in the 
same way as he insures himself against theft, fire, etc., that 
is his concern and no member of the profession shouid be 
bound in any way by insurance policies or medical aid 
societies that grant this insurance to the patient. 

I submit that Observer has made a very worthwhile contri- 
bution on this subject of which the Federal Council would do 
well to take notice and act firmly and at the earliest possible 
opportunity. 


308 Medical Centre 

Jeppe Street 

Johannesburg 

27 September 1960 

1. Correspondence (1960): S. Afr. Med. J., 34, 840. 


J. Wolfowitz 


PAYMENT FROM INSURANCE COMPANIES 


To the Editor: It was with great interest that I read the 
‘Letters to the Editor’ in the Journal of 24 September.’ It 
appears that more and more members of the profession are 
becoming irritated by the antics of some medical insurance 
companies. 

I should like to add my voice to theirs. As a practitioner 
who has only recently started practice after a long spell 
abroad, I am appalled by the rapidly invasive grip which the 
medical insurance movement is gaining over our profession. 
Sad to say, there appears to me to be no forceful directive 
from those bodies that are elected to represent us and protect 
our interests —I refer particularly to our Medical Association. 
We cannot hope to oppose successfully an organized commer- 
cial ‘take-over bid’ by individual efforts— it must be an 
organized resistance. 

I feel strongly that we must not allow this unethical practice 
to continue. It rests squarely with our Medical Association 
to take the responsibility for this. There are two suggestions 
that I should like to put forward: 

1. There must be an organized publicity campaign to put 
across our point of view, including press announcements and, 
if necessary, public talks. This is required to combat the 
adverse publicity the profession receives from some of these 
institutions. 

2. I feel that at the earliest possible opportunity legal 
opinion should be sought in an attempt to prevent non- 
recognized societies misrepresenting themselves and masquerad- 
ing under the guise of recognition. I have in mind also those 
societies, themselves not approved, which deliberately forward 
cheques based on the approved Tariff of Fees and then involve 
a doctor in a mass of correspondence when alteration of the 
code is sought. Surely they can be brought to task for non- 
payment after the lapse of a specified period? 

The profession is often ‘blackmailed’ by insurance com- 
panies with the threat of State control. I am positive that no 
sane government would contemplate this when the British 
National Health Service stands as an example. The cost of 
this service, involving about ten million families, tops the 
£750 million mark while not one new hospital has been built 
since 1936! 

This whole question will soon be discussed by Federal 
Council. Let us hope that a strong and decisive lead will be 
given and that the profession will stand united behind the 
principles involved. 

Maurice H. Luntz 
308 Dumbarton House 
Church Street 
Cape Town 
26 September 1960 


1. Correspondence (1960): S. Afr. Med. J., 34, 839. 
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